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HE more one becomes familiar 
with the lives of pioneers in med- 
icine and surgery the more im- 
pressive is the fact that chance played 
but a minor part in the success of their 
endeavors. It becomes apparent that 
men who do things are men who are 
prepared to do them. The pioneers of 
American surgery, without exception, 
were men in whom existed a happy 
combination of boldness of spirit and 
soundness of learning. 
Mason Fitch Cogswell, of Hartford, 
who first recorded the ligation of the 
common carotid artery, was no excep- 





Medical Society which was organized 
in 1793. In 1812 he was chosen presi- 
dent of this organization. Dr. Cogs- 
well also played an important part in 
the establishment of the Yale Medical 
School—and during the first year of 
its career occupied the Chair of Ana- 
tomy and Surgery. In Connecticut he 
is perhaps best known as a pioneer in 
the education of the deaf and dumb 
and in the treatment of the insane. 
His activities were responsible in no 
small measure for the establishment 
of two early institutions—‘‘ The Amer- 
ican Asylum” for the deaf and dumb 


tion to this rule. His life asa surgeon \ason Fircu Cocsweit, 2nd “The Hartford Retreat for the 


and a leader of medical thought was (1761 
illustrious with achievement. Dr. 

Cogswell was born in Canterbury, Connecticut, 
September 17, 1761. After graduating from Yale 
College in 1780, he began the study of medicine 
with an older brother in Stamford, Connecticut. 
During the Revolutionary War, he was an army 
surgeon. In 1789 he began his practice in Hart- 
ford, and soon became known throughout Con- 
necticut as an able surgeon and obstetrician. His 
dexterity as a surgeon may be judged from 
the fact that he is said to have amputated a 
thigh in forty seconds. Dr. Cogswell was one 
of the original members of the Connecticut 


-1830).! 


Insane.” Apart from his medical 
activities was his membership in that 
unique group of young literary men who are 
known to us as “The Connecticut Wits.” The 
record of the tying of the common carotid artery 
is not only a splendid description of operative 
procedure of that day, but also a fine exposition 
of the mind and skill of its distinguished author. 

“Tn the year 1800 Mrs. L. of Lebanon, about 35 
years of age, came to consult me respecting a 
tumour situated on the left side of her neck, occu- 
pying nearly the whole of the hollow between the 
outer angle of the jaw, and the superior part of the 
sternum, pressing on the trachea in a measure, 


1A silhouette in the possession of the library of Yale University. 


495 





496 


that at times considerably impeded her respira- 
tion. She sometimes suffered from its inconveni- 
ent size, but never from pain. I advised an imme- 
diate extirpation; she consented, and J removed it 
without difficulty. Its character was that of a 
firm sarcoma, resembling a goose egg, in shape and 
smoothness, and weighing exactly a pound. No 
vessel was divided during the operation which re- 
quired a ligature, the wound healed by the first 
intention, and she rode home on horse-back in 
about ten days from the operation. About two 
years after, she renewed her visit on account of 
another tumour, of a very different character from 
the former, on the same side of the neck, and origi- 
nating in the parotid gland, about three inches 
from the base of the other. It commenced, she 
informed me, about six months previous, in a 
small lump when she first discovered it, not larger 
than a pea, that it had increased rapidly since, and 
at times gave her severe pain. It was now about 
the size of a hen’s egg, had a very hard and un- 
equal surface, and left no doubt of its being a 
genuine carcinus, and of a very malignant char- 
acter from its commencement. I advised an im- 
mediate removal, and stated to her the danger of 
delay. She said she was not prepared for the oper- 
ation, promised to attend to it soon, and returned 
home. I heard no more from her until November 
1803, when the fear of immediate death, her intol- 
erable sufferings, and the universal desire which 
we all have to live a little longer, induced her once 
more to apply for relief. I visited her on the 4th of 
November, 1803, when I met, in consultation, 
Drs. Watsons, Clark, Peters and Strong. These 
gentlemen were from the neighbouring towns, 
with all of whom I had for a considerable time 
been well acquainted, and on whose judgment and 
professional skill I could confidently rely. Her 
situation was indeed a deplorable one. She was 
much emaciated, had hectical flushes, night sweats, 
cough and expectoration, accompanied with intol- 
erable pains, almost constantly darting through 
the tumour, which threatened her at times from 
its pressure on the trachea with instant suffoca- 
tion. Nothing but the softest liquids could be 
forced down with the utmost exertion; so much 
was she enfeebled from want of sustenancy, that 
she could scarcely support her weight, and such 
encroachments had death made upon her coun- 
tenancy, that it seemed like rashness or folly to 
attempt her relief. Her mind however was unsub- 
dued, and throughout the whole of the subsequent 
scene, she manifested the most unyielding forti- 
tude. All the gentlemen concurring with me in 
opinion, I represented to her the extreme danger 
that would attend the operation; that she might 
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possibly, and perhaps probably die in my hands; 
still, as she must inevitably die in a few days with- 
out it, if she desired it, I thought it my duty to 
undertake it. After a reasonable time or consider- 
ation, she determined to submit to the only alter- 
native which presented for prolonging her life. 
Her sense of her own danger she manifested, most 
affectingly, in the solemn and impressive manner 
in which she commended her soul into the hands 
of Him who gave it, as she approached the table 
on which the operation was performed. The tu- 
mour spread over the whole of the left side of her 
neck, extending from the ear to the junction of the 
clavicle with the sternum, sweeping over the tra- 
chea, rising above the edge of the under jaw, 
pressing on the mastoid muscle, and resting on the 
hollow bed of the clavicle. I commenced the oper- 
ation by a crucial incision, and after separating 
the skin, for there was nothing but skin to sep- 
arate, I had to proceed through every part of the 
operation with the utmost caution. If the external 
appearance was unequal, the internal was much 
more so, its processes extending themselves be- 
neath almost every muscle and tendon in the 
neck; hence the extreme difficulty and danger at- 
tending the operation, and hence the tedious 
length of an hour to which it was extended. After 
dissecting around the tumour nearly to its base, I 
called the attention of the gentlemen to the situ- 
ation of the carotid artery, and on a careful exami- 
nation we found it completely enveloped by the 
tumour. I immediately laid it bare, encircled it 
with a broad, flat ligature, tied and divided it 
about half an inch from the knot. The remaining 
part of the operation was finished as speedily as 
was consistent with the safety of our patient, and 
with but little hemorrhage; and though extremely 
feeble, she was not faint. She bore the operation 
with surprising fortitude, almost without a strug- 
gle or a groan. The wound was immediately 
dressed; she was removed to her bed, and an ano- 
dyne administered; she likewise took some nour- 
ishing cordials, with great refreshment, as she had 
not been able to swallow, but with great difficulty, 
for some months previous. Dr. Watsons and my- 
self remained with her through the night; she slept 
quietly and without pain, having felt none after 
the smart of the operation was over; so widely 
different was her situation in the morning from 
what it had been for months before, that she felt, 
(to use her own expression) like commencing a 
new existence. As I lived about thirty miles from 
her, I left her under the care of Dr. Watsons. He 
removed the dressings on the fourth day from the 
operation, and found everything as it should be. 
The wound healed kindly, her hectical symptoms 
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vanished, the ligature cast off on the 14th day, and 
she recovered her health and strength so rapidly, 
that nothing now seemed to forbid a perfect recov- 
ery; and had her attendants been possessed of 
ordinary sagacity, the fatal event which succeeded 
might have been averted. On the 2oth day from 
the operation, when every thing was doing well, a 
slight hemorrhage commenced from one of the 
anastomosing arteries, under the fore part of the 
jaw, which, in all probability, the slightest com- 
pression would have controlled. Dr. Watsons re- 
sided three miles from her, and the messenger had 
to extend his ride six miles further before finding 
him; and although the hemorrhage was moderate, 
yet so much time had elapsed before the arrival of 
the Doctor, that the loss of blood was more than 
she could sustain in her feeble state. She had not 
a sufficiency left to support the feeble powers of 
life, and she gradually declined and died a short 
time after, rejoicing that she had submitted to an 
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operation which had relieved her from the most 
fearful agonies, and enabled her to enjoy rather 
than to suffer a peaceful death. 

“Thus in the event the case terminated fatally, 
yet the circumstances attending it were such, as 
entirely to establish the practicability and safety 
of dividing the carotid artery on the living sub- 
ject. 

“Tt ought to be added, that in tracing the prog- 
ress of the artery in the tumour, although it was 
fully open on the lower side, it was impervious to 
the smallest probe beyond its centre; indeed there 
was no trace of it to be found on the side next the 
jaw. How long the communication between the 
heart and the head, through this artery had been 
interrupted, could not be determined; some two or 
three months, however, is probable, as from about 
that time she felt a sensation of uneasiness, rather 
than pain, throughout the whole of the external 
covering of the left side of her head.” 
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McCafferty, L. K., and Lopez, V. A.: Small Benign 
Tumors of the Face. NV. York State J. M., 1920, 
XXIX, 053. 

The tumors considered by the authors are adenoma 
sebaceum, multiple benign cystic epithelioma, 
tricho-epithelioma, syringocystadenoma, and hidro- 
cystoma. With the exception of adenoma sebaceum, 
these neoplasms are almost impossible to differen- 
tiate clinically. From the point of view of embry- 
ology they are all related. ‘They are derived primarily 
from the ectoderm. 

The authors discuss the histological history of the 
first type of tumor. Two types are recognized, the 
type described by Balzer and the type described by 
Pringle. The Balzer type is rare. Histological sec- 
tions of both types are shown. The chief histological 
features differentiating the Balzer type from the 
Pringle type are hyperplasia and a fibrous tissue 
capsule. ‘The Pringle type is characterized by hyper- 
trophied connective tissue with dilated vessels. 

The histological characteristics of multiple benign 
cystic epithelioma and the other tumors mentioned 
are described. Syringocystadenoma and _hidro- 
cystoma are tumors of the sweat ducts and histolog- 
ically distinct from the first two tumors mentioned. 
Syringocystadenoma consists of dilated sweat ducts 
with an associated increased fibrous tissue element. 
Hidrocystoma is rare and consists of an extreme 
dilatation of the sweat ducts near the coil gland and 
directly connected with the coil gland below and the 
continuation of the excretory duct above. 

These tumors are best treated by superficial 
desiccation. They are not readily affected by the 
roentgen ray. The desiccation must be very super- 
ficial. W. N. Row ey, M.D. 


Bishop, P. A.: A Roentgen Consideration of the 
Temporomandibular Joint. Am. J. Roentgenol., 
1929, XXl, 550. 

The roentgenographic demonstration of the tem- 
poromandibular joint has always been very difficult. 
None of the techniques previously described has been 
wholly satisfactory. In Bishop’s technique, the pa- 
tient is placed in the position usually employed for 
examination of the lateral skull. At a distance of 24 
in. from the uppermost joint, the tube is shifted 
toward the top of the head for a distance of 9 in. and 
then angulated 30 degrees downward toward the 
joint. Stereoscopic films may be made with this 
technique. 


HEAD AND NECK 


The author reports eight cases examined by the 
technique described and exhibiting a variety of con- 
ditions, but chiefly dislocations or fractures. He 
emphasizes that dislocations and fractures of the 
neck may be complications of injuries to other por- 
tions of the mandible. He advises examination of the 
joint in all cases of injury to the mandible. In addi- 
tion to lesions due to trauma, he reports cases of 
ankylosis, effusion into the joint, and destruction due 
to malignancy. Cuarves H. Heacock, M.D. 


EYE 


Lebensohn, J. E.: Oculovisceral Reflexes. 
Ophth., 1929, xii, 562. 


Am. J. 


The author reports experiments he performed 
upon himself. He swallowed a stomach balloon 
connected with a water manometer and recorded 
by tracings on a slowly revolving drum the effect 
produced on gastric mobility by astigmatic errors 
and muscular imbalances artificially induced by the 
wearing of cylinders and prisms respectively. The 
errors and imbalances exerted a repressive effect on 
the motor function of the stomach, which dis- 
appeared on removal of the asthenopic irritants. 
Lebensohn believes that the irritative reflex occurs 
by way of the trigeminal and splanchnic nerves. 
Seven tracings are included in the report. 

The work of Pearcy and Allen showing a regular 
reduction in amplitude of accommodation on over- 
distention of the stomach is cited. 

Tuomas D, ALLEN, M.D. 


Herbert, H.: On the Cement Substance of the 
Intra-Ocular Muscles and Chronic Glaucoma. 
Brit. J. Ophth., 1929, xiii, 289, 337. 


The cement of the plain muscle of the eye is of 
interest to ophthalmologists mainly because it in- 
cludes the demonstration of a complete glaucoma 
mechanism and throws a good deal of light on the 
filtration angle. In its watch-spring elasticity and 
exceptional resistance it resembles hyaline mem- 
brane. It is continuous with hyaline membrane at 
the base of the iris and at the origin of some of the 
ciliary muscle bundles. In the pupillary dilator it 
seems needed to bring the base of the iris back into 
position automatically after each act of accommoda- 
tion. Similarly a watch-spring recoil is needed in 
the pupillary sphincter. In the ciliary muscle hya- 
line tissue is necessary to facilitate the action of the 
circular muscle bundles. A hyaline-free gap, con- 
stituting a serious defect, is found through the 
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corona, in the elevated zone of the ciliary body, and 
in the anterior portion of the orbiculus. This gap 
tends to widen throughout life, and the stretching 
may have a bearing on the origin of glaucoma. 

In many cases of chronic glaucoma the sinus of 
the anterior chamber has a thick posterior-inner wall 
made up mainly of an extension of ciliary body 
tissues supporting the iris base; the open angle of 
the chamber has been displaced by pressure of the 
aqueous so that it lies abnormally far beyond the 
level of the scleral furrow and of Schlemm’s canal; 
the meridianal bundles of the ciliary muscle fail to 
reach near to the level of Schlemm’s canal; and the 
middle and inner parts of the muscle are neither 
broad nor closely packed. Anatomically, it is found 
by exclusion, that the muscle cement bears and 
transmits some of the tension of the zonule in the 
muscle area. Georce R. McAuuirr, M.D. 


Gradle, H. S.: Heterochromia Iridis with Cyclitis 
and Cataract. Am. J. Ophth., 1920, xii, 547. 


In the author’s opinion, heterochromia iridis with 
cyclitis and cataract should be regarded as a definite 
clinical entity although the cyclitis is often so 
slight as to render its presence doubtful. ‘The de- 
coloration of the iris is always present and is to be 
regarded as asequel to, nota precursor of, the uveitis. 
A mild form of glandular tuberculosis is commonly 
regarded as the cause. Cataract is always a com- 
plication, coming on a few months or years after the 
onset of the disease. 

The article begins with a discussion of the litera- 
ture and ends with a clinical review of ten cases seen 
by the author. Tuomas D. ALLEN, M.D. 


Atkinson, D. T.: The Artificial Pupil as a Means 
of Restoring Vision. J. Opihth., Otol. & Laryngol., 
1929, XXXili, 155. 

Cases in which an artificial pupil may restore 
vision are classified as follows: 

1. Those in which, as the result of iritis, the pupil 
has become adherent to the anterior capsule of the 
lens, the pupillary opening being entirely obliterated 
by organized lymph. 

2. Traumatic cases in which, for instance, a 
corneal wound has been closed by an incarcerated 
iris with resulting pupillary occlusion. 

3. Partial opacities of the cornea due to gonor- 
rhoeal or other corneal ulcerations. 

4. Postoperative occlusion of the pupil, usually 
occurring in cases of cataract and due to organized 
blood or lens tissue or a rolled-up capsule adhering 
to the pupillary margins. 

5. Cases of cataract of the nuclear type with ar- 
rested development. 

Cases in the first group can be benefited only by 
iridocapsulotomy with extraction of the lens. This 
is applicable to all cases except those of the young. 

In cases of the second group the best procedure is 
detachment and excision of the iris. 

In those of the third group iridectomy below the 
clear portion of the cornea is indicated. When only a 


HEAD AND NECK : 499 


small portion of the cornea is clear, the section should 
be made through the sclera instead of the cornea. 

In cases of the fourth group Kuhnt’s operation 
is indicated. Optical iridectomy is never contra- 
indicated in the nuclear type of senile cataract. It 
lessens the risk of iritis and the development of 
glaucoma. 

Before any of these surgical procedures is at- 
tempted, conditions such as chronic cough, chronic 
blepharitis, eczema of the lids, chalazia, tarsal cysts 
and styes, entropian with trichiasis, chronic purulent 
dacryocystitis, recently acquired syphilis, chronic 
keratitis, recurrent iritis, pyorrhoca, etc., should be 
cleared up, if possible, and the patient or his friends 
should be informed of the possibility of complica- 
tions even in apparently favorable cases. Any un- 
toward complications, however slight, should be 
clearly stated in order to mitigate the patient’s 
distress if a good result is not obtained. 

Operations should be done under 10 per cent co- 
caine anesthesia with adrenalin chloride, 1 drachm 
to the ounce. For general anwsthesia, nitrous ox- 
ide is best. 

The postoperative dressings are similar to those 
of ordinary cataract extraction. ‘The patient’s room 
should be kept dark and well ventilated. 

The author reports several cases. 

Lesiizr L. McCoy, M.D. 


Law, F. W.: An Inquiry into the Occurrence and 
Effects of Vomiting After Cataract Extraction. 
Brit. J. Ophth., 1929, xiii, 358. 


Of 141 cases in which cataract extraction was 
done, the operation was followed by vomiting in 15. 
Twelve of the patients with postoperative vomiting 
were women. The vomiting had an unfavorable 
effect in 5 cases; in 2, it was followed by prolapse. 
In 10 other cases prolapse occurred without dis- 
coverable cause. 

The author does not approve of pre-operative 
starving of the patient as he finds that vomiting is 
less apt to occur when the patient is well fed. 

GrorGE R. McAuttrr, M.D. 


EAR 


Fraser, J. S., and Davis, E. D. D.: Maldevelop- 
ments of the Auricle, External Acoustic Mea- 
tus, and Middle Ear, Proc. Roy. Soc. Med., Lond., 
1929, XXll, 1297. 

Seven varieties of malformation of the auricle are 
seen: the pointed ear, the auricle in which the helix 
hangs down like a flap, the auricle with a split 
lobule or no lobule, the cat ear, the auricle with a 
longitudinal swelling, the microtic ear in which the 
auricle is displaced downward over the mandibular 
joint or onto the cheek, and the ear without an 
auricle. 

The external auditory meatus may be occluded 
by connective tissue or bony atresia. ‘Che Eustachian 
tube is usually present, but in some cases may not 
contain cartilage. 
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In the middle ear, the ossicles, especially the mal- 
leus and incus, may be malformed and the tendinous 
attachments of the tensor and stapedius may be 
misplaced. 

The labyrinth usually appears normal in the 
presence of such malformations as it is developed 
independently of the middle and external ear. 

Georce R. McAuuirr, M.D. 


Smith, F.: Congenital Arteriovenous Fistula in the 
Tympanum. Arch. Ololaryngol., 1929, X, 32. 


Smith reports a case of congenital arteriovenous 
fistula of the jugular bulb and the internal carotid 
artery. The patient stated that deafness and a 
constant pounding noise had been present in the 
right side of the head since childhood. ‘There was 
total absence of the bony floor of the tympanum 
and the external canal. A pinkish-blue pulsating 
mass presented in the external canal. 

When the patient was twenty-four years of age 
he sought medical treatment because of a spon- 
taneous hemorrhage from the right ear canal. The 
hemorrhage was controlled by packing. The treat- 
ment consisted in obliteration of the right lateral 
sinus and ligation of the jugular vein and several 
large veins in the region of the carotid sheath. The 
middle ear and canal were packed with gauze and 
the mastoid incision was closed. Nearly six months 
later a secondary operation was performed on ac- 
count of pain and several slight haemorrhages. The 
original incision was re-opened and the sac exposed 
and dissected free. A flap was then taken from the 
side of the neck and used to cover the floor of the 
canal and middle ear. It was held in place by dental 
compound. Poor healing necessitated a secondary 
operation. This procedure was followed by firm 
healing and uneventful recovery. 

When the patient was discharged, a slight pulsa- 
tion was noticed in the transplanted flap. Recovery 
is apparently permanent. W. M. Paton, M.D. 


Neer, E. D.: Cholesteatomata. 
1929, ix, 769. 


Surg. Clin. N. Am., 


Otic and sinus cholesteatomata are not tumors 
but the result of an exaggerated effort on the part 
of the body at self healing in a two-stage process: 
(rt) insidious bone destruction cavitation by in- 
fection, and (2) excessive proliferation and accumu- 
lation of epithelial cells within the cavity. They 
differ from brain cholesteatomata which seem to 
arise from cell inclusion and to have none of the 
characteristics of infection or inflammation. 

Otic cholesteatoma may be entirely free from 
symptoms until signs of intracranial involvement 
appear. The diagnosis is often not made until such 
signs are noted or operation is performed. A foul 
otic discharge and periodical or permanent head- 
ache are suggestive. 

Radial mastoidectomy is the logical treatment. 
If it is performed before intracranial complications 
arise the prognosis is good. 

MAnrForp R. Wattz, M.D. 


Precechtel, A.: Inner Ear and Cerebellar Changes in 
Pathological Fetal Position; Their Significance 
for Static Disturbances in the Earliest Periods 
of Life and for Some Anomalies of Speech. 
Laryngoscope, 1929, XXxXix, 421. 


-athological changes in the static system were 
found in five of six cases of abnormal fetal position. 
In three cases the brain was not examined, but in 
two of them changes in the middle ear were dis- 
covered. In two cases histological changes were ap- 
parent in the middle ear and in the central nervous 
system. In one case changes were found only in the 
central nervous system. ‘The peripheral changes 
were either unilateral or bilateral. They consisted 
of a degeneration of the neuro-epithelium in the 
cochlea and in the vestibular apparatus. In one 
case an extensive primary disturbance of the de- 
velopment of the inner and middle ear was found. 

The central changes affected the medulla, the 
mid-brain, and even the hemispheres. ‘The cerebel- 
lum was always involved. The changes were ex- 
tensive and consisted of hypoplasias, clefts, and 
tectonic disturbances. 

The author believes that the lesions demonstrated 
may form the basis of a clinical syndrome char- 
acterized by a pathological fetal position and sub- 
sequent delay in standing and walking. The his- 
tological changes are found in the organs regulating 
the static functions. 

The syndrome is frequently associated with two 
distinct types of speech disturbance: (1) those noted 
in persons with poor hearing, and (2) audio-mutism. 
The latter are related to the functional disturbance 
of the cerebellum. The peripheral changes explain 
the disturbances of speech based on decreased hear- 
ing. Since Bender’s demonstration of the associa- 
tion between the lingula and the movements of the 
vocal cords it is evident that changes in the lingula 
have an important relationship to speech disorders. 

W. M. Paton, M.D. 


West, R., and Barlow, R. A.: The Neuromuscular 
Mechanism of Hearing. Arch. Ololaryngol., 1920, 
ix, 645. 

Observations resulting from numerous experi- 
ments performed by the authors indicate that there 
is a mechanism of the middle ear providing for a 
swing of the stapes constant in amplitude through- 
out the range of pitch and volume. The experiments 
are described in detail and the conclusions sum- 
marized. 

The neuromuscular activity of the mechanism 
provided for maintaining a constant pressure in the 
vestibule results in a sensation of volume. This is 
accomplished through the mediation of cerebral 
centers with which it is connected. Pitch is depen- 
dent on the kinesthetic stimulation of regions of the 
cochlea. The region stimulated depends on the speed 
of thrust of the stapes. The speed of thrust depends 
directly on the frequency of vibration. The length 
of thrust is kept constant by the vestibulomuscular 
control of the ossicular chain. 
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In discussing the mechanism of the ossicular 
chain, the authors point out that the tensor tympani 
and the stapedius muscles are so adjusted that they 
act as direct antagonists. In the attempt to hear a 
faint tone, the stapedius is contracted and che tensor 
tympani is relaxed, the mobility of the drum being 
thereby increased. When the tone is loud, the 
opposite adjustment takes place. 

W. M. Paton, M.D. 


Tilley, H.: Earache of a Reflex or Referred Nature. 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1279. 


Earache of a reflex or referred nature may be due 
to a gumma of the pharyngeal wall of the eustachian 
tube, diseased wisdom teeth, a gumma of the 
larynx, tonsillar infection, or sphenoidal disease. 
Therefore careful examination is essential to dis- 
cover the cause. 

The factor governing the transference of pain 
from a visceral region to a body surface is the loca- 
tion of the ganglion cells of each afferent set of 
fibers in proximity in the same sensory ganglion. 
Centripetal processes from both sets of cells pass 
together into the bulb. In the region under dis- 
cussion the reflex takes place between the facial 
and vagus nerves. GeorcE R,. McAuttrr, M.D. 


Hansel, F. K.: Trigeminal Disturbances of Otitic 
Origin. Ann. Otol., Rhinol. and Laryngol., 1920, 
XXXViii, 335. 


Because of the intimate anastomosis between 
the trigeminal, facial, glossopharyngeal, vagus, and 
tympanic nerves, there are several pathways for 
the transmission of disturbances from the middle ear 
and mastoid to the trigeminal areas. That the facial 
nerve probably plays the most important part in 
this transmission is indicated by cases of pain 
referred to the second and third divisions of the 
trigeminal nerve as the result of chronic otitis media 
and chronic mastoiditis. The author reports three 
such cases in which the pain was relieved by removal 
of the diseased process. MAanrorp R. Wattz, M.D. 


Bard, L.: Spatial Focusing of Sensorial Laby- 
rinthine Images, Auditive and Gyrative (De 
la mise au point spatiale des images sensorielles 
labyrinthiques, auditives et gyratives). Arch. inter- 
nal, de laryngol., 1929, XXXV, 402. 

The spatial focusing of visual images by accom- 
modation has long been recognized, but previous to 
the author’s investigations no work was done on 
the two other spatial senses, audition and gyration. 
Barop’s studies on audition in 1904 and on gyration 
in 1914 did not hold the attention of specialists and 
physiologists. The faculty of separating one par- 
ticular sound from other simultaneous sounds with- 
out being confused by differences of intensity, as in 
choosing among several persons who are speaking 
at once the one it is desired to hear, has been con- 
sidered a psychic act beyond the aptitude of the 
peripheral organ. The author holds that this choice, 
like its visual analogue, is an act of focusing the 
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corresponding images by the exercise of an accom- 
modation to the distance of the source of the sound, 
which the ear itself and its nervous apparatus carries 
out automatically. He states that there is an audi- 
tive as well as a visual presbyopia, perhaps due to 
senile sclerosis of the tympanum and characterized 
by the impossibility of analyzing simultaneous 
sounds or choosing between a number of interloc- 
utors speaking at the same time. 

Since this analysis of sounds is an act of accom- 
modation of the anterior labyrinth, its source must 
be in the intrinsic musculature of the ear. ‘The 
contraction of the muscle of the malleus is said to 
raise the tension of the tympanum, and that of the 
muscle of the stapes to relax it, the action being 
antagonistic. The fact is manifest that the two 
muscles each exert on the chain of ossicles a distinct 
autonomous action. They can combine their action 
but they cannot oppose one another. 

Many facts go to prove that the isolation of audi- 
tive images by bringing them to a separate focus is 
accomplished by a contraction of the muscle of the 
stapes. Direct observation reveals that contraction 
of the muscle of the malleus creates a general ten- 
sion of the tympanum, and that contraction of the 
muscle of the stapes produces a differential tension 
with its predominance anterior. ‘The réle of the 
general uniform tension has long been known, but 
there remains to be determined the differential ten- 
sion of the two superior quadrants which are abso- 
lutely separated by the longitudinal insertion of the 
handle of the malleus and thus constitute two vibrat- 
ing membranes, which are struck simultaneously by 
lateral sound waves but are struck successively by 
waves coming from in front, which is the most 
favorable position for their reception. 

The relaxation of the muscle of the stapes adapts 
the tympanum to distant sounds which strike the 
two quadrants equally, whereas a contraction of this 
muscle adapts the tympanum to near sounds. By 
the degrees of contraction of the muscle the tympa- 
num is regulated exactly to a given distance; it 
brings into the foreground the sounds proceeding 
from that distance and eflaces those proceeding 
from other distances. ‘The mechanism renders this 
focus impossible for sounds coming from the rear, 
and renders it more efficacious for lateral sounds 
which are placed more and more forward. 

The function of the posterior labyrinth and par- 
ticularly that of the semicircular canals has been 
the subject of many complex theories. In reality, 
the posterior labyrinth is only the organ of percep- 
tion of passive movements of the head as the eye 
perceives light waves and the ear perceives waves 
of sound. In this perception, as in the preceding, 
there is a corresponding special sensation of which 
the specificity, as in the others, is the sole cause of 
the existence of an autonomic sense. 

Regarding this third sense the author refers to his 
former writings. Having established the autonomy 
and specificity of the sense of which the posterior 
labyrinth is the peripheral organ, he terms it the 
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“sense of gyration.’’ Gyrative images are sensory 
perceptions that appertain to it. These images are 
composed of all possible movements of the head— 
rectilinear, backward, and forward, and those of 
rotation. Gyrating movements predominate in fre- 
quency. If one is placed in a revolving seat, with 
the eyes closed, the forms of the trajectories to which 
one is subjected may be clearly analyzed by the per- 
ception of the gyrative images. If the movement is 
complex, composed of several simultaneous trajec- 
tories, as in some of the riding devices in amusement 
parks, in which the general movement around a 
longitudinal axis is complicated by multiple see- 
saws or rotations in different planes, the attention 
can be fixed at will on the one or the other of the 
movements by a focusing exactly comparable to that 
in accommodation to distance, visual or auditory. 

The author posits for the sense of gyration the 
power of accommodation to a spatial basis corre 
sponding to the same functional requirements as in 
the case of the other senses in which focusing is 
necessary to the isolation of the corresponding 
images. For the solution of this problem he sought 
an accommodation to distance in the posterior 
labyrinth. The hypothesis of the existence of mus- 
cles in the walls of the labyrinth, as yet undiscov- 
ered by histologists, or of hypothetical fibers, added 
nothing to the solution of the problem. Ideas of 
distance, study of trajectories, intrinsic accommo- 
dation of the labyrinth do not enter into the prob- 
lem. ‘The problem rests solely upon an extrinsic 
accommodation brought about by the autonomic 
and reflex movements of the head provoked by the 
gyrations themselves. These movements aim at 
bringing the planes of the semicircular canals into 
such a position as will assure the optimal perception 
of the gyration under consideration. 

The three semicircular canals coéperate in the 
analysis of gyrating movements, but each has also 
its own domain. Movements of rotation around the 
longitudinal axis of the body depend upon the hori- 
zontal canal. They act in its plane or in the planes 
slightly inclined toward it at an angle of less than 
45 degrees. Beyond that, the gyration escapes, to 
pass into the domain of another semicircular canal. 
The sensory image is clearest when the gyration is 
originally, or has been brought by movements of 
the head, perpendicular to the plane of the canal 
concerned. That is, the head places itself in the 
zone which constitutes the central field of perception 
in the canal. A guinea-pig in a revolving cage holds 
itself immobile, but shows a lateral rotation of the 
head in a horizontal plane in inverse direction to the 
rotation experienced. The direction changes with 
that of the rotation. This is a reflex movement of 
functional orientation which places the semicircular 
canal in the position most favorable for the clear 
perception of the rotation in question. 

Close observation reveals a second reflex move- 
ment, indifferent to the direction of the gyration or 
its rapidity, which is in sympathy with the direction 
of its axis in space. It tends to place the head in a 





position most favorable for perception of the forms 
of the trajectories. If the animal is subjected to 
various gyrations in different planes, the two orders 
of movement of the head will obey the same law in 
all modes of gyration. ‘The reflex movements bring 
into action a mechanism of automatic orientation 
identical with the mechanisms that bring an object 
into the field of vision by lateral movement of head 
and eye. 

The three semicircular canals, reciprocally perpen- 
dicular to one another, explain how the result may 
be obtained in extreme cases by movement of the 
head which need not exceed an angle of 45 degrees 
in either direction. A position of the head that 
favors one gyration is unfavorable to all others. 
The eyes by means of the lens utilize the law of 
refraction of luminous waves; the ears, by means of 
the vibrating membranes, pick up sound waves. 
The labyrinth analyzes the displacement of the 
head by utilizing the orientation in space of the 
different planes developed by the gyrations. It 
brings about a separation of the images by move- 
ments of the head which impose an orientation cor- 
responding to the semicircular canals. 

In sight and hearing there is an accommodation 
to distance whereas in the posterior labyrinth there 
is an accommodation to the orientation of the axes 
of the gyrations and of the planes of the semicircular 
canals in space. The focusing and the isolation of 
sensory images are intended to make perception 
more perfect. They intervene equally in the choice 
and the direction of the automatic reflexes that 
depend upon sensory excitation 

FLORENCE A. CARPENTER. 
Scott, S.: Vertigo. J. Laryngol. & Otol., 1929, xliv, 429. 

The author defines vertigo as the state of con- 
sciousness of a false sense of orientation of ourselves 
in relation to our environment. It is usually aural 
in origin as in otitis media due to labyrinthine ir- 
ritation or involvement or in otosclerosis which is 
more advanced on one side than the other. Clini- 
cally, the most common type of recurrent vertigo is 
that associated with inefficiency of the Eustachian 
tube mechanism. It is evident that the cause is 
unilateral obstruction, since bilateral inefliciency has 
been found to result in deafness without vertigo and 
unilateral inefficiency to result in vertigo without 
deafness. 

Nasal or postnasal catarrh accompanying vertigo 
without ear suppuration or accompanying Meniére’s 
disease has been recorded. The author believes that 
in unilateral otosclerosis the vertigo is due to faults 
on the unaffected side. Another probable cause of 
vertigo is a reflex of the fifth and seventh nerves 
setting up a disturbance in the intrinsic muscles of 
the ear and thereby causing movements in the laby- 
rinthine fluid as in the case of dead teeth. Vertigo 
may be produced also by syphilis, disseminated 
sclerosis, syringobulbia, and other disease conditions 
of the central nervous system. 

Manrorp R. Wattz, M.D. 
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SURGERY OF THE HEAD AND NECK 


NOSE AND SINUSES 


Meeker, L.: Tumors of the Nose and Throat Re- 
lated to Developmental Defects. Laryngoscope, 
1929, XXXiX, 379. 

The author points out the relation between the 
development of the embryo and the formation of 
tumors and cites cases illustrative of this relation- 
ship. Heredity is a factor in several types of tumors. 
The article contains a comprehensive bibliography, 
a discussion of the author’s theories, and a review of 
the pertinent factors in the embryology of the head 
and neck. 

Maldevelopment results most frequently in per- 
sistent branchial clefts and aberrant glands. Mixed 
tumors of the salivary glands consist of cartilage, 
myxomatous tissue, epithelium, and bone of embry- 
onal types. Intralaryngeal branchial cysts have 
been reported by Watson and Imperatori. Intra- 
nasal cysts due to abnormal development are 
found. Chondromata of the nose and throat arise 
from developmental displacements of tissue. In- 
flammation may also be a factor in the production 
of these neoplasms. Lipomata are attributed to 
embryonal rests or a congenital predisposition of 
tissue. 

A rare case of maldevelopment of the olfactory 
bulb is reported. There was total absence of the 
olfactory bulb, tract, and trigonum olfactorius. 

Chordomata are tumors derived from the noto- 
chord and may be cysts of solid growths. The 
typical chordoma cell is large, round, and vacu- 
olated, and may contain a mucinous substance. 
Melanotic tumors of the nasal cavities are.on record. 

W. M. Paton, M.D. 


Kemler, J. I.: Ozzna: Report of Cases. Arch. 


Ololaryngol., 1929, X, Ot. 

The theories as to the cause of ozwena are reviewed 
and discussed. As yet no definite cause has been dis- 
covered. ‘The treatment is variable and as a rule 
unsatisfactory. 

Narrowing of the nasal chambers promises the best 
results. This is accomplished most easily by the 
implantation of ivory. The author reports cases so 
treated. ‘The article has an extensive bibliography. 

W. M. Paton, M.D. 


MOUTH 


Meyer, H. W.: A Case of Cancer within the Buccal 
Cavity. Surg. Clin. N. Am., 1929, ix, 677. 

The author reports a case of squamous-cell car- 
cinoma involving all of the mucous membrane of the 
left cheek. the angle of the mouth, and the alveolar 
process of the left superior maxilla. Operation was 
performed under colonic anasthesia. Wide resection 
of the cheek and inferior maxilla and deep cauteriza- 
tion of the area were followed by a plastic procedure 
and the application of a skin graft to cover the defect. 
Three weeks later the cervical lymphatic structures 
on the side of the lesion were completely removed. 
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Colonic anesthesia, being relatively safe, permits 
thorough surgical procedures without undue haste. 
Routine hypodermoclysis during the operation helps 
to prevent shock and collapse. Feeding is facilitated 
by the introduction of an Einhorn tube into the 
stomach during the operation. The use of the gas 
cautery makes possible thorough cauterization of 
the cancer site. To prevent recurrence, complete 
resection of the lymphatic drainage field is necessary. 

MANForD R. WALTz, M.D. 


PHARYNX 


Newton, A.: Pulsion Diverticulum of the Pharynx. 
J. College Surg. Australasia, 1929, ii, 3. 


A pharyngeal pulsion diverticulum is a pouch 
which emerges between the oblique and transverse 
fibers of the cricopharyngeus muscle. While its 
cause is unknown, a congenital defect in the wall of 
the pharynx or incoédrdination between the pro- 
pulsive and sphincteric mechanism may be a factor. 
Noisy deglutition is an early sign noticed by the 
patient. Later there is an uncomfortable pressure 
in the neck, and in time a gradual loss of weight 
results. 

At operation the cavity is emptied with the oeso- 
phagoscope and packed with gauze. An incision is 
then made along the anterior border of the sterno- 
mastoid muscle and the tissues are dissected down 
to the pouch. If the pouch is small it is invaginated 
into the osophagus, but if it is large it must be 
resected. The tunica fibrosa is then divided and the 
mucous membrane divided with a cautery. ‘The 
stump is invaginated into the pharynx and the 
tunica fibrosa sewed by a pursestring suture over 
the weak spot. The lower part of the wound is then 
packed with gauze well-impregnated with paraffin 
paste so that early adhesions may form to shut off 
the mediastinum. 

Five cases were treated successfully in this way. 

Georce R. McAutirr, M.D. 


Greenwald, H. M., and Messeloff, C. R.: Retro- 
pharyngeal Abscess in Infants and Children. 
Am. J. M. Sc., 1929, clxxvii, 767. 

Following a brief anatomical description of the 
retropharyngeal lymph nodes, the authors review 
fifty-five cases of retropharyngeal abscess. 

Retropharyngeal abscess is a disease of childhood. 
It is most frequent between the ages of two months 
and four years and during the cold months of the 
year when respiratory infections are prevalent. A 
presumptive diagnosis should be confirmed by a dig- 
ital examination of the pharynx. All manipulation 
should be done with great care. Fever, restlessness, 
and enlargement of the cervical glands are constant 
findings. 

In the authors’ series of cases the mortality was 
7.3 per cent. The common complications are: (1) 
spontaneous rupture of the abscess causing asphyxia, 
(2) burrowing of the pus inward and its appearance 
in the posterior triangle of the neck, (3) extension of 
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the abscess downward along the prevertebral fascia 
into the lower part of the neck, and (4) extension of 
the pus behind the oesophagus into the posterior 
mediastinum. Erosion of one of the main blood 
vessels is relatively infrequent. 

Operative interference in the stage of non-suppu- 
rative lymphadenitis is associated with the danger of 
spreading the infection. As soon as fluctuation is 
definitely established the mass should be excised. 

W. M. Paton, M.D. 


NECK 


McWhorter, J. E.: Malignant Epithelial Tumors of 
the Neck of Unknown Origin. Ann. Surg., 1920, 
ae 

McWhorter reports observations upon twenty- 
four cases of malignant epithelial tumors of the 
neck of unknown origin which were seen at Bellevue 
Hospital, New York, and compares his findings with 
those reported by McKenty in 1914 and by Hudson 
in 1926. He states that these tumors are most often 
mistaken for Hodgkin’s disease or lymphosarcoma, 
and that an accurate diagnosis can be made only by 
microscopic examination. Eighteen of the patients 
whose cases are reviewed were males. The average 
age was forty-seven years. The condition was bi- 
lateral in six cases and unilateral, on the left side, 
in thirteen. In the majority of the cases the tumor 
occupied an area behind and below the angle of the 
jaw. There were no symptoms until a mass became 
palpable or involvement of neighboring structures 
occurred. The neoplasm was smooth or lobulated, 
firm, non-tender, and of even consistency. It was 
frequently attached to deeper structures but rarely 
to the skin. 

In the author’s opinion, the treatment depends 
upon the size and mobility of the tumor. Surgery 
is indicated for slowly growing mobile tumors and 
radium for the others. A cure is doubtful, chiefly 
because the patient does not seek treatment until 
the condition is in the advanced stages. 

Joun H. Wootsrey, M.D. 


Soiland, A., Costolow, W. E., and Meland, O. N.: 
A Critical Review of the Results of Irradiation 
Therapy in Exophthalmic Goiter and Toxic 
Goiter (Kritische Uebersicht ueber die Erfolge der 
Strahlentherapie beim Basedowkropf und bei der 
toxischen Struma). Strahlenthera pie, 1929, xxxii, 131. 


The authors call attention to the fact that, as the 
cause of exophthalmic goiter and toxic goiter has 
not been definitely established, a strictly specific 
curative treatment is not known. However, as the 
surgeon is able to obtain a cure by partial extirpation 
of the hyperfunctioning gland, it may be assumed 
that irradiation will give the same results since it 
diminishes the function of the secreting cells within 
the gland tissue. 

On the basis of this assumption the authors made 
an extensive investigation of the results of irradia- 
tion therapy, sending a questionnaire to 300 leading 
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radiologists in America and other countries. The 
questions referred to the number of cases treated, 
the treatment of irradiated patients by surgeons, 
the form of irradiation treatment, roentgen or 
radium, the selection of the patients, the technique 
employed, the results, the claim that irradiation 
increases the danger of a possible later operation, 
the expense of irradiation as compared with surgery, 
and the mortality rate. 

From the replies the following conclusions are 
drawn: 

In toxic goiter, radiotherapy is a recognized and 
valuable method. Of 3,125 patients treated by 
irradiation, 73 per cent were cured, 16 per cent were 
benefited, and only 11 per cent were not benefited. 
The results are therefore comparable to those of 
surgical intervention. Failures are due to lack of 
coédperation on the part of the patient, lack of 
radiosensitivity of the goiter, and improper selec- 
tion of the cases. Irradiation is preferable to surgical 
treatment because it is less expensive and has no 
mortality. Improvement in the results is to be 
expected from improvement in the technique. 

SILBERBERG (Z), 


Romanis, W. H. C.: Graves’ Disease and Thyroid- 
ectomy. Lancet, 1929, ccxvii, 113. 


The author reports on 500 cases in which thy- 
roidectomy was done for Graves’ disease (exclusive 
of toxic adenoma) with a mortality of 2 per cent. He 
believes that the best operation in this condition is 
one in which large portions of the thyroid gland are 
removed, and that the danger of myxcedema is 
slight. To prevent recurrence, the leaving of 
isolated portions of thyroid tissue is to be avoided 
In the author’s cases anesthesia is usually induced 
with a minimal amount of ether given by the open 
method, but in very severe cases local anesthesia is 
employed. In preparation for the operation the 
patient is put to bed on a full diet and given 10 
drops of Lugol’s solution two or three times a day. 
This treatment almost invariably results in con- 
siderable improvement in the general condition 
lasting about two or three weeks, during which 
time the operation is done. 

Contra-indications to operation are very few. 
The most important is marked cardiac weakness. 
As a rule the worse the general condition before the 
operation the more marked the improvement after 
the operation. The patient is usually able to lead a 
normal life after six months. The improvement in 
the subjective symptoms is generally more marked 
than that in the physical signs. At the end of six 
months the pulse may still be a little quick and the 
exophthalmos may show less improvement than the 
other evidences of the disease, but the physical signs 
tend gradually to vanish in the course of the first 
year. The two types of cases in which the results 
of operation are disappointing are those of children 
under fifteen years of age and those in which there 
is no enlargement of the thyroid gland. 

Maurice Meyers, M.D. 
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Johnson, W. O.: Fibrosarcoma of the Thyroid. 
Ann. Surg., 1929, XC, 209. 

Johnson reports two cases in which, after an 
adenoma of the thyroid had been present for eighteen 
and twenty-seven years respectively, there developed 
in the thyroid a malignant tumor characterized by 
rapid growth and recurrence, failure to respond to 
irradiation, and cells with eccentric nuclei and a 
tendency toward elongation. 

On the basis of these cases he urges the removal of 
thyroid adenomata as a measure to prevent the 
development of thyroid sarcoma. 

Joun H. Wootsry, M.D. 


Wellbrock, W. L. A.: The Occurrence of Accessory 
Parathyroid Glands. J. Am. M. Ass., 1929, xcii, 
1821. 

During a period of five months the author had the 
opportunity to examine 1,056 thyroid glands im- 
mediately after their removal at the Mayo Clinic. 
He was stimulated in the search for parathyroid 
glands in these cases by the recent articles of Terry 
and Millzner, and he found a surprisingly large 
number. 

Supernumerary parathyroid glands are not un- 
common. In the cases reviewed the parathyroid 
glands were situated on the anterior surface, the 
isthmus, or the lateral surface or embedded in the 
thyroid tissue just within the edge of the thyroid 
gland. 

One or more parathyroid glands were found in 7.76 
per cent of the 1,056 thyroid glands examined. 
They were all checked by microscopic examination. 

The parathyroid glands are finely granular, soft, 
yellowish-brown, lenticular, spheroidal, or pear- 
shaped structures from 2 to 10 mm. in diameter. 
They are often confused with accessory thyroid 
glands, nodes, hemolymph glands, and lobules of 
fat. This is the chief reason for the failure of 
transplants. 

Parathyroid glands were found in equal numbers 
on exophthalmic, adenomatous, and colloid goiters. 
The largest gland on which a parathyroid gland was 
found was adenomatous and weighed 275 gm. The 
smallest was a hypertrophic parenchymatous gland 
weighing 8 gm. In 2 cases, 3 parathyroid glands were 
found, and in 1 of these the 3 glands were in a cluster. 
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In 3 cases, 2 glands were found, and in 2 cases 1 was 
found on each lobe of the thyroid gland. 

In only 1 case was there mild transitory tetany 
following the thyroidectomy. 


Brown, R. G.: Some Considerations in the Diag- 
nosis and Operative Technique of Cancer of the 
Larynx. J. College Surg. Australasia, 1920, ii, 93. 


The author states that in all cases of chronic 
hoarseness an early laryngeal examination should 
be made for cancer, If cancer is found, it is neces- 
sary to determine the extent of the involvement 
before operative treatment is undertaken. Total 
laryngectomy should be preceded by tracheostomy 
and the elimination of oral and nasal sepsis. The 
author operates under local anesthesia combined 
with allonal and morphine. He uses atropine after 
the operation to diminish the flow of saliva and 
hasten healing of the wound. He has found that 
eventually his patients develop lip or oesophageal 
speech. Georce R. McAutirr, M.D. 


Berlin, D. D., and Lahey, F. H.: Dissections of the 
Recurrent and Superior Laryngeal Nerves; The 
Relation of the Recurrent to the Inferior 
Thyroid Artery and the Relation of the Supe- 
rior to Abductor Paralysis. Surg., Gynec. & 
Obst., 1929, xlix, 102. 

In order to determine the differences in the 
relationship between the recurrent laryngeal nerve 
and the inferior thyroid artery on the right and left 
sides and whether some of the fibers of the superior 
laryngeal nerve, other than the branch to the 
cricothyroid muscle, are motor in character, the 
authors made dissections on twenty-two cadavers. 

In eighteen of twenty-two dissections on the right 
side the nerve was found anterior to the artery. On 
the left side, the artery was demonstrated anterior 
to the nerve in nineteen dissections and the nerve 
anterior to the artery in three. The recurrent nerves 
were found to run in the sulcus between the trachea 
and oesophagus, with the left more often appearing 
a little deeper than the right. The interarytenoideus 
was found to receive its main innervation from the 
internal laryngeal nerve and occasionally an addi- 
tional twig from the recurrent laryngeal nerve. 

Joun H. Gartock, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Hall, A. J.: Three Cases of Spontaneous Sub- 
arachnoid Hemorrhage. Brit. M. J., 1929, i, 
1025. 

In reporting three cases of spontaneous subarach- 
noid hemorrhage the author calls attention espe- 
cially to the occurrence of Korsakow’s syndrome in 
the after-course of two of them. In all of the cases 
the diagnosis was based upon the characteristic signs 
of a sudden increase in intracranial tension and 
the presence of blood diffused in the cerebrospinal 
fluid. 

Hall states that whenever there is extensive and 
advanced general arterial disease there is no reason 
why arupture should not occur in a meningeal vessel 
as well as in an intracerebral vessel. ‘There is danger 
of meningeal bleeding also in general diseases with a 
tendency toward hemorrhage, such as purpura, he- 
mophilia, and leukemia, in cases of embolic aneurism 
due to septic infection, and in cases of congenital 
vascular defects such as aneurism and navi. 

The autopsy findings in the brain in one of the 
author’s cases are reported in detail. 

Eric OLpBERG, M.D. 


Drennan, A. M.: An Impacted Cyst in the Third 
Ventricle of the Brain. Brit. M.J., 1929, ii, 47. 


Drennan reports the cases of two young persons 
who died suddenly a few hours after the onset of 
very severe headache. Autopsy showed that death 
was due to acute hydrocephalus and cerebral oedema 
caused by a relatively small cyst plugging the outlet 
from the third ventricle. © Leo M. Davmorr, M.D. 


Guleke: Decompression in Cases of Tumor of the 
Posterior Cranial Fossa (Ueber die Druckent- 
lastung bie Geschwuelsten der hinteren Schaedel- 
grube). 53 Tag. d. deutsch. Ges. f. Chir., Berlin, 1929. 

In operative interference on the posterior surface 
of the cranium unfortunate occurrences are frequent 
and the mortality is very high. The high mortality 
is to be ascribed in part to the frequent severe 
hemorrhages, but chiefly to the disturbances of 
respiration resulting from procedures directed toward 
the medulla oblongata. Cushing lost half of his 
patients from such respiratory disturbances. The 
pressure which the tumor exerts on the medulla, the 
location and size of the new growth, the associated 
hydrocephalus, and the congestion of the vessels are 
all important factors. Any pressure variation may 
be fatal. Cases have been known in which fatal 
respiratory paralysis was brought about merely by 
changing the position of the head. This may occur 
after opening of the dura during the operation or 
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after completion of the operation. However, the 
chief réle is played by the pressure exerted by the 
tumor itself on the medulla. Accordingly, a decom- 
pression operation should be done even if the tumor 
cannot be removed and even though in some cases 
it may result in no improvement or cause death. 

The tumors which come under consideration in 
this regard arise from the cerebellum itself or from 
the pons, from the medulla or pontine angle, or from 
the fourth ventricle. ‘The decompression is less 
dangerous when the tumor or cyst, as the case may 
be, is superficially located than when it arises from 
the deeper structures and exerts direct pressure on 
the medulla. The same may be said of tumors aris- 
ing from the fourth ventricle. 

The dangers from new growths which take their 
origin from the pontine angle or the medulla itself 
are of a different character. In general the tentorium 
and clivus are parallel in the upright position, 
whereas in the posture assumed at operation a wedge 
shape is produced. The tumor is pushed downward 
and a condition of stasis results. In cases of 
acusticus tumor there is pressure from the lateral 
direction in addition. When the dura is opened in 
the decompression operation, protrusion of the 
cerebellum and tumor occurs, exerting a drag upon 
the medulla oblongata. Therefore in the presence 
of a solid tumor the operation should begin with 
opening of the dura on the uninvolved side. 

In the presence of a tumor situated in a median 
position and in cases of large acusticus tumor, even 
though it is unilateral, the operation should be bilat- 
eral. As it is usually impossible to determine posi- 
tively before operation whether the tumor is large 
or small, it is better to operate bilaterally in all 
these cases. Only in the presence of a tumor of the 
cerebral hemisphere which is superficial and known 
certainly to be unilateral may the operation be 
limited to one side. 

A further operative danger is the leverage effect 
on the medulla oblongata. To prevent this, Cushing 
resects the atlas before opening the dura. If such 
an effect is then recognized after the opening of the 
dura, it is easily overcome by an incision parallel 
with the sinus. If the resection is delayed until 
after the dura has been opened it will usually be too 
late. Other advantages of resection of the atlas are 
better exposure and isolation of the tumor. 

These requirements seem radical, but are most 
necessary if the operation is to be successful. If 
respiratory disturbances occur in spite of these pre- 
cautionary measures, it is a mistake to discontinue 
the operation since nothing will be gained thereby; 
the patient will surely die. An attempt should be 
made to terminate the operation quickly by punc- 
ture of the cyst or removal of the tumor. In one 


—.— 











—~e— 











SURGERY OF THE 


case Guleke was able to overcome the respiratory 
difficulty by puncturing the cyst. 

In the discussion of this paper, SCHOENBAUER 
(Vienna) reported on experience at the Eiselsberg 
clinic during the period from 1919 to 1926. He 
stated that in opening the posterior fossa the sur- 
geons at that clinic proceed in the same way as Guleke, 
opening the skull on both sides as far as the pro- 
tuberantia occipitalis and often resecting the epi- 
stropheus as well as the atlas. On the basis of the 
results of the decompression operation he divided 
the cases into the following three groups: 

Group 1, cases of tumors of the posterior cranial 
fossa. In this group there were thirteen cases— 
seven of cerebellar tumor and six of acusticus 
tumor. Five of the patients died immediately after 
the operation. The others survived for from one 
to two years. Only one received any marked benefit 
from the operation. 

Group 2, cases in which the posterior fossa was 
opened under a mistaken diagnosis. In this group 
there were eight cases. Six of the patients died 
immediately after the operation and two survived 
for three months and three years respectively. One 
of the latter died following ventriculography. 

Group 3, cases in which a decompression operation 
was performed in the absence of a tumor. In this 
group there were eighteen cases. Seven of the 
patients could be traced subsequently. Six of them 
were benefited by the operation for periods ranging 
from two to eight years. 

Schoenbauer emphasized that a decompression 
operation on the posterior fossa in the presence of a 
tumor of the cerebrum is much more dangerous than 
a decompression operation over the cerebrum in the 
presence of a tumor of the cerebellum. 

In conclusion he reported a case in which he 
attempted a decompression operation in the presence 
of a respiratory disturbance following the injection 
of lipiodol. The operation was followed by improve- 
ment, but the patient died several hours later. 

ANSCHUETZ (Kiel) substantiated the experience of 
Schoenbauer as regards the greater danger of trephi- 
nation in the posterior fossa in the presence of a 
tumor of the cerebrum. He stated that he also 
always performs a bilateral operation on the poste- 
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rior fossa and resects the atlas. He is an ardent 
advocate of palliative operations in cases of brain 
tumor and those with pressure symptoms from other 
causes. He reported a case with a lumbar pressure 
of 500 in which there was only an cedema of the 
brain and a decompression operation performed at 
the right time would have been of great benefit. 
He stated that in cases of rapidly growing malignant 
tumors nothing is to be attained by the decompres- 
sion operation, but in 90 per cent of cases of benign 
growths vision is preserved and in 30 per cent of 
those in which vision was damaged before the 
operation it is improved whereas without the inter- 
vention the patient would have become blind. 

In concluding the discussion Guleke stated that 
he agrees with Schoenbauer regarding the prognosis 
of decompression operations on the posterior surface 
of the skull. He cited also the favorable effect on the 
pressure of the intravenous injection of hypertonic 
salt solution. STETTINER (Z). 


SPINAL CORD AND ITS COVERINGS 


Craig, W. McK.: The Use and Abuse of Iodized Oil 
in the Diagnosis of Lesions of the Spinal Cord. 
Surg., Gynec. & Obst., 1929, xlix, 17. 

The injection of iodized oil into the subarachnoid 
space is of invaluable aid to the neurologist and 
neurological surgeon in the diagnosis of compression 
of the spinal cord, but also has its abuse. This pro- 
cedure should always be employed in conjunction 
with a complete examination, and the results ob- 
tained with it should never be ascribed more than 
relative importance in the establishment of the 
diagnosis. In frank inflammatory lesions it is contra- 
indicated on account of its irritative effect on the 
meninges. 

By means of iodized oil, the presence of a tumor 
of the spinal cord can sometimes be detected earlier. 
The fact that there is a response to jugular pressure 
does not preclude its use. 

The outstanding indication for the injection of 
lipiodol is the confirmation of the presence of a sus- 
pected tumor of the spinal cord. Its chief abuse is 
its employment in cases in which a complete exam- 
ination would have established the diagnosis. 
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CHEST WALL AND BREAST 


Cutler, M.: Transillumination as an Aid in the 
Diagnosis of Breast Lesions, with Special Refer- 
ence to Its Value in Cases of Bleeding Nipple. 


Surg., Gynec. & Obst., 1929, xlviii, 721. 


In the use of transillumination as an aid to the 
diagnosis of breast lesions the examination is made 
in a totally dark room. A Cameron lamp is placed 
against the under-surface of the breast and gradually 
moved about. The normal breast is examined first. 

Fat is more translucent than fibrous tissue. In 
diffuse chronic mastitis there is a general haziness or, 
if the breast is of the lumpy type, scattered areas are 
noted. Cysts filled with clear fluid are translucent. 
Solid tumors cast a definite shadow depending upon 
their size and to some extent their location. Hama- 
tomata and blood cysts are extremely dense. The 
edges of hamatomata are irregular and extend into 
the surrounding breast tissue beyond the palpable 
edges of the tumor. In acute mastitis there is a 
diffuse opacity. The lactating breast is quite opaque. 
A galactocele appears as an opaque, sharply circum- 
scribed area. In cases of papilloma with bleeding 
nipple small circumscribed shadows are seen, their 
number depending upon whether one or more 
tumors are present. Papillomata can be demon- 
strated by transillumination when they cannot be 
palpated. 

The author recommends transillumination as a 
simple and valuable aid in the diagnosis of breast 
lesions. Frank B. Berry, M.D. 


Kilgore, A. R., and Bloodgood, J. C.: ‘Tumors and 
Tumor-Like Lesions of the Breast in Associa- 
tion with Pregnancy and Lactation. Arch. 
Surg., 1929, Xvili, 2079. 

The authors discuss the treatment of various breast 
conditions occurring during pregnancy and lacta- 
tion. ‘They state that in cases of caked breast, which 
is most frequent in early lactation, non-interference 
should be the rule. ‘The nipples should be kept clean 
and the breast should be nursed or emptied with the 
breast pump. 

For the simple acute abscess, incision is indicated. 
In cases of chronic abscess, excision beyond the in- 
flammatory zone through normal lactating tissue 
should be performed. When multiple acute or chronic 
abscesses are uncontrolled by multiple incisions, the 
breast should be amputated. 

In cases of simple adenoma or galactocele the tu- 
mor should be completely excised and the breast 
carefully closed in layers. 

In chronic lactation mastitis and tuberculosis it is 
unnecessary to perform an amputation or remove the 
infiltrated tissue completely. 


In cases of malignancy, radical operation is indi- 
cated. 

Frozen sections should always be made at the time 
of the operation. Before the operation the breast 
should be completely emptied. The patients are good 
operative risks. Miscarriage is unlikely. Prompt- 
ness is most important in dealing with breast lesions 
during pregnancy or lactation. 

In the diagnosis of breast lesions careful differenti- 
ation is essential. Chronic abscess with cyst and 
chronic lactation mastitis may closely resemble can- 
cer. This is true particularly of the latter, which may 
be associated with great induration, retraction of the 
nipple, dimpling of the skin, and axillary gland in- 
volvement. Differentiation can be made by a pathol- 
ogist at the time of operation from frozen sections. 
Tuberculosis in its earlier stages before abscess and 
caseation have taken place closely resembles lacta- 
tion mastitis. Simple adenoma may be confused 
with malignancy because of the active condition of 
the breast during lactation, but is almost always en- 
capsulated. Papillomatous cysts rarely occur during 
pregnancy and lactation, but are readily diagnosed 
from the discharge of blood from the nipple. ‘They 
should be widely excised and the base carefully ex- 
amined for carcinomatous change. In its earliest 
stages cancer has no characteristic clinical picture 
and may be indistinguishable clinically from a benign 
lesion. If caked breast neither resolves nor forms an 
abscess within ten days it should be promptly ex- 
plored. Transillumination is a most helpful diag- 
nostic aid. 

Of 1,521 cases of lesions of the breast on record in 
the Johns Hopkins Hospital, Baltimore, 96 (6.3 per 
cent) were first observed by the patient in connec- 
tion with pregnancy or lactation. This series does 
not include chronic cystic or acute inflammatory 
mastitis. Of the 96 lesions, 49 were cancers; 13, galac- 
toceles; 9, tuberculosis; 9, adenomata; 2, intracystic 
papillomata; 1o, chronic lactation mastitis; and 4, 
lipomata, dermoids, etc. Cancer constituted 51 per 
cent of all lactation tumors. Of a non-lactation series 
of lesions, 73.7 per cent were cancers. Of the cancers 
occurring during lactation, more than 9o per cent 
were in women over thirty years of age whereas 
nearly 70 per cent of the benign lesions occurring dur- 
ing lactation were in women under thirty years of age. 

The stage of pregnancy or lactation at which the 
tumor is first observed bears no relation to the type 
of the tumor. Exploration should not be long delayed 
on the assumption that the lump is inflammatory. Of 
the 49 cases of lactation cancers cited, the end-results 
in 46 were ascertained. Eight of the patients were 
well four and a half, eight, eight, ten, thirteen, eight- 
een, twenty, and twenty-one years respectively after 
operation. Of 7 without axillary gland involvement, 
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5 were cured, whereas of 26 with gland involvement, 
3 (11.5 per cent) were cured. In some of the cured 
cases operation was performed immediately after the 
discovery of the tumor, but in others was not done 
until more than a year later. 

Of the patients with lactation tuberculosis, 9 were 
followed. Of these, 3 were well from nine to ten 
years after the operation. Frank B. Berry, M.D. 


Pfahler, G. E., and Widmann, B. P.: Statistical 
Analysis of the Radiation Treatment of Can- 
cer of the Breast on the Basis of the Saturation 
Technique, 412 Cases (1920-1928). Am. J. Roent- 
genol., 1929, xxi, 546. 

The authors have found that the end-results in 
cases of cancer of the breast are definitely improved 
by irradiation. Their records show that in recurrent 
cases with glandular and mediastinal metastases the 
period of survival averaged forty-five months when 
the operation was supplemented by irradiation and 
only twenty-seven months when surgical treatment 
alone was given. In inoperable primary cases the 
average period of survival was fifty-four months 
after irradiation and only thirty-four months when 
no treatment was given. According to the statistics 
of ten clinics in which both surgery and irradiation 
were used, the incidence of three-year cures was 58.3 
per cent and that of five-year cures 43.2 per cent. 
In thirty-two clinics in which only surgical treatment 
was given a three-year cure was obtained in only 38.6 
per cent of the cases and a five-year cure in only 28.8 
per cent. 

The saturation method of irradiation is of value in 
late operable cases, in which it gives a three-year 
cure in 83 per cent whereas previous methods result- 
ed in a three-year cure in only 68 per cent. 

Irradiation is recommended for all cases of carci- 
noma of the breast, with or without surgery, accord- 
ing to the indications. 

Of 590 patients with carcinoma of the breast of all 
types—early and late, operable, and inoperable— 
who were treated by the authors in the period from 
1900 to 1920, 27 per cent were free from demon- 
strable disease at the end of five years. Of 302 who 
were treated during the period from 1920 to 1925, 
36.7 per cent were evidently cured at the end of five 
years. In the latter period the authors used, in addi- 
tion to the saturation method, the high-voltage 
X-rays which they had not employed previously. 

The authors advise a routine roentgen examina- 
tion of the chest, spine, and pelvic bones in all cases 
of cancer of the breast before treatment is begun 
since not infrequently a metastasis will be found 
when it is not suspected. Emit C. Rosrrsurk, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Ochsner, A.: The Surgical Treatment of Pulmo- 
nary Tuberculosis. N. Orleans M. & S. J., 1920, 
Ixxxi, 876. 


The surgical treatment of pulmonary tuberculosis 
consists in an attempt to immobilize the affected 


lung, producing, as near as possible, physiological 
rest without interfering with the nutrition of the 
lung. 

The operative procedures employed at the present 
time may be divided into two main groups: the con- 
servative, or non-destructive, and the radical, or de- 
structive. There has been considerable controversy 
among exverimental workers concerning the blood 
supply of the lung during artificial collapse. How- 
ever, all observers have worked with the pulmonary 
circulation and have shown that there is a decrease 
in the pulmonary circulation, from which a relatively 
small portion of the nourishment of the lung is de- 
rived. The pulmonary arteries contain blood which 
is de-oxygenated and imposes a strain on the lung. 
The function of the lung is increased. The blood 
supply from the bionchial arteries, however, is prob- 
ably not materially decreased as a result of the pul- 
monary collapse. Following artificial pneumothorax, 
the function of the lung and the physiological de- 
mand upon it for oxygenation of blood are decreased, 
whereas the general circulation, from which the lungs 
receive their nutrition, is not altered. The beneficial 
effects produced by artificial pneumothorax are 
therefore evident. 

The indications for artificial pneumothorax are: 
(1) unilateral, or chiefly unilateral, pulmonary tuber- 
culosis, (2) severe pulmonary hemorrhage, (3) spon- 
taneous pneumothorax after complete absorption of 
the air, and (4) a pleural exudate and tuberculous 
empyema. The contra-indications are: (1) an exten- 
sive process which is active in both lungs, (2) exten- 
sive, chronic, non-tuberculous processes in both 
lungs, such as chronic bronchitis, bronchiectasis, em- 
physema, asthma, and pleurisy, (3) severe intestinal 
tuberculosis, (4) severe diabetes mellitus, and (5) 
severe cardiorenal disease. 

When it is possible, the selective type of collapse is 
to be preferred to the more complete type. ‘The com- 
plications of artificial pneumothorax therapy are 
pleural shock, perforation of the lung, and pleurisy. 
The majority of cases of so-called pleural shock are, 
in reality, cases of air embolism. 

Operations on the phrenic nerve are conservative 
procedures. The nerve may be either temporarily 
blocked by crushing (phrenemphraxis) or by freez- 
ing, or may be permanently destroyed by avulsion 
(phrenico-exeresis). The former procedure is indi- 
cated in the early cases of tuberculosis in which func- 
tion of the lung is to be restored later. The author 
prefers the transverse incision in performing a phren- 
ico-exeresis because it leaves only an insignificant 
scar. 

Thoracoplasty is to be employed in cases of pul- 
monary tuberculosis in which there is extensive in- 
volvement and the process is primarily of the fibrotic 
type. It is primarily indicated in cases with unilat- 
eral processes, but is occasionally permissible even 
when there is evidence of activity on the contra- 
lateral side, especially if the patient is suffering pri- 
marily from a secondary infection of the cavities on 
the markedly involved side. ‘The technique pre- 
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ferred by the author is that of Sauerbruch, which 
consists of extrapleural paravertebral resection of the 
ribs. Occasionally, even following an extrapleural 
collapse by thoracoplasty, expectoration will con- 
tinue because of incomplete collapse of rigid cavities. 
The direct cause of the secretion is secondary infec- 
tion. In this type of case the author has ob- 
tained good results from the repeated introduction 
of iodized oil into the cavities. 


Harkavy, J.: The Pathogenesis of Aspiratory 
Abscess of the Lung: Its Possible Relation to 
Abscess of the Lung Following Tonsillectomy. 
Arch. Int. Med., 1929, xliii, 767. 


The author’s report regarding the pathogenesis 
of aspiratory abscess of the lung is summarized as 
follows: 

1. A consideration of the pathogenesis of pul- 
monary suppuration following tonsillectomy has 
been presented from the points of view of the em- 
bolic and aspiratory hypotheses. 

2. The results of experimentation on animals 
as well as clinical experience indicate that while 
embolic abscesses may occur, they are exceptional. 
The greater amount of evidence is in favor of aspira- 
tion as the mode of production of lung suppuration 
following operations on the upper respiratory tract. 

3. Three of twenty-seven dogs that received 
through the bronchoscope o.5 c. cm. of mixed cul- 
tures of bacteria recovered from the sputum of 
patients with abscesses of the lungs following 
tonsillectomy developed abscesses with cavities, a 
fourth developed pulmonary suppuration, and a 
fifth presented evidence of a healed suppurative 
process in the lower lobe of the left lung. 

4. Suppuration following tonsillectomy, charac- 
terized by Aschner as bronchiectatic, extrabronchial 
abscess, and suppurative pneumonitis, have been 
found by him in specimens of the lungs studied from 
two to five years after tonsillectomy. While the last 
two forms have been obtained by the author experi- 
mentally, bronchiectatic abscess could not be pro- 
duced by his methods in dogs. The failure may 
have been due to the rapid tendency of abscesses 
produced experimentally in dogs to go on to healing. 
Encapsulation of the abscess was observed as early 
as the eleventh day. 

5. The development of pulmonary abscesses in 
dogs is first manifested by the presence of pneumonia 
as demonstrable by the roentgen rays. This is 
comparable to the condition seen in man in the 
earliest stages following tonsillectomy. Subsequent 
stages of this condition, as studied histologically in 
dogs, are characterized by the occurrence of necrosis 
within the pneumonic area and cavity formation. 
This may persist or go on to healing. 

6. If the results obtained in dogs indicate the 
conditions occurring in man, it is suggested that 
following aspiration of infectious material from the 
upper respiratory tract, the sequence of events is as 
follows: (1) pneumonitis, (2) necrosis and cavity 
formation, and (3) healing or persistence of the pri- 
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mary abscess with the development of secondary 
bronchiectasis. Emit C. Roprrsuek, M.D. 


Ashbury, H. E.: Recurrent Massive Collapse of the 
Lung Due to a Benign Intrabronchial Tumor. 
Am. J. Roentgenol., 1929, xxi, 452. 


After a short review of the literature on massive 
collapse of the lung with stress particularly upon the 
markedly increased negative pressure in the pleural 
cavities, the author reports a case in which massive 
pulmonary collapse was produced by an intra- 
bronchial benign tumor. 

The patient was a man forty years of age who 
experienced a sudden attack of coughing which he 
believed was caused by an inhaled nut. There was 
slight hemoptysis. The condition was diagnosed as 
influenza. It was characterized by fever, cough, and 
dyspnoea, the latter being the most prominent 
feature. A month later, after three weeks in bed, the 
patient returned to work in good health. Five weeks 
later, while running, he again had an attack of 
coughing which was followed by increasing dyspnoea. 
A diagnosis of pulmonary tuberculosis was then 
made although the sputum failed to reveal tubercle 
bacilli. Roentgen examination showed an opacity of 
the lower half of the chest on the left side and some 
degree of cardiac displacement toward the left. 
Three weeks later the roentgenogram was normal 
and the patient returned to work. He then ex- 
perienced no further difficulty for a month. At the 
end of that time the dyspnoea and cough recurred 
and were accompanied by cyanosis. The patient was 
then seen for the first time by the author. 

Stereoscopic roentgenograms showed the heart 
and mediastinal structures in the left chest. The 
upper lobe of the left lung was atelectatic, but the 
lower lobe was completely collapsed. The left 
diaphragm was not demonstrated. The right lung 

yas over-distended with air, and the right diaphragm 
moved freely. he temperature was 99.2 degrees F. 
and the pulse 72. The dyspnoea was severe and 
associated with cyanosis of the ears and fingers. The 
left side of the chest was retracted. Above the third 
rib it was resonant, but below that rib it was dull. 
The heart was markedly displaced toward the left, 
the apex being in the third interspace in the mid- 
auxillary line. When a needle was inserted into the 
left pleura and attached to a mercury manometer, 
the manometric reading ranged between —16 and 
—20 mm. Hg. which is equivalent to — 240 and 
— 270 mm. of water. 

Following the induction of a partial pneumo- 
thorax with 600 c.cm. of filtered air, the pressure 
dropped to between —80 and —100 mm. of water, the 
cyanosis and dyspnoea ceased completely, and the 
mediastinum and heart again shifted to the right. 
Gradual recurrence of the symptoms, however, 
necessitated re-injection. During the following week, 
while coughing, the patient expectorated bright red 
blood and a cylindrical tumor mass which measured 
4 by 1.6 by 1.1 cm. This was found to be a cellular 
fibroma. Complete relief of the symptoms resulted. 
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Bronchoscopic examination by Jackson revealed 
the stump of the tumor in the left main bronchus, 
about 3 cm. beyond the carina. It included about 
one-third of the lumen of the bronchus. Shortly 
thereafter the stump was fulgurated through the 
bronchoscope. The patient was then free from symp- 
toms for some time but ultimately again presented 
symptoms of massive collapse which lasted for five 
months, during which time he received three air 
injections. There was entire collapse of the left lung. 
Bronchoscopy revealed complete obstruction of a 
left bronchus by the tumor. Following repeated 
bronchoscopies the lung gradually expanded. Deep 
roentgen-ray therapy was then instituted. After a 
series of such treatment, roentgenograms showed 
complete expansion of the left lung and the findings 
of physical examination were normal. 

The author considers the case remarkable because 
of the absence of infection when the bronchus had 
been occluded for relative long periods of time. In 
conclusion he states that the characteristic roentgen 
physical signs are the result of changes in the intra- 
pleural negative pressure. The injection of air into 
the pleural cavity is of distinct benefit in cases with 
marked symptoms. The displacement of the medias- 
tinum and the heart toward the affected side is 
pathognomonic of the condition. 

Aton Ocusner, M.D. 


Locke, E. A.: Complete Pneumothorax of Un- 
known Cause (‘‘Spontaneous”’ or ‘‘Idiopathic”’ 
So-Called). Med. Clin. N. Am., 19209, xiii, 75. 


Four cases of complete pneumothorax of unknown 
origin are reported. Uniform recovery resulted, as 
in most cases of this type. Neither tuberculosis nor 
other pulmonary disease could be demonstrated 
at any time. In three of the four cases the attack 
occurred when the patient was at rest. In the great 
majority of cases pneumothorax is the result of 
trauma or some disease which causes the lung to 
rupture. The most common disease causing pneumo- 
thorax is tuberculosis, but in this condition the 


pneumothorax is usually only partial as pleural ad- 
hesions are almost always present to prevent com- 
plete retraction of the ruptured lung. 

When there is complete collapse, the lung lies in 
the gutter of the spine as a small ropy mass with no 
resemblance to normal lung. In all cases the heart, 
and, to some degree also, the other mediastinal 
structures are displaced toward the opposite side. 
The symptoms are almost entirely dependent on the 
degree to which respiration is embarrassed. Very 
often pneumothorax may exist without pronounced 
symptoms. 

In the typical attack, the patient is seized with 
very severe pain in the chest, intense dyspnoea, and 
a feeling of suffocation. In from twelve to twenty- 
four hours the character of the pain changes to a 
dull pressure. Cough or deep respiration causes a 
sharp lancinating pain on the affected side. During 
the acute stage the patient is found sitting up in bed 
breathing rapidly with evident distress. Cyanosis 
is apt to be marked. The involved side is usually 
fuller, the intercostal spaces being less marked and 
the ribs immobile during respiration. There is hyper- 
resonance (dull tympany). ‘The boundaries of the 
affected side are enormously extended and do not 
change with respiration. Heart displacement is 
readily demonstrated, especially if it is toward the 
right. Breath sounds are most frequently absent or 
extremely distant, but when present they are am- 
phoric. The coin test is nearly a constant sign. In 
a moderate percentage of cases a metallic tinkle is 
heard. 

The condition is rarely fatal, the vast majority 
of cases running a favorable course without severe 
symptoms after the first day or two. Complete 
lung expansion takes place in from two weeks to 
several months. Recurrence has been recorded 
many times. It occurred in two of the author’s 
cases. One of these cases was unusual in that eight- 
een attacks occurred in the course of seven years 
and the pneumothorax was bilateral. 

Maurice Meyers, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Noetzel: Inguinal Hernizw in the Female (Ueber 
weibliche Leistenhernien). 53 Tag. d. deutsch. Ges. 
f. Chir., Berlin, 1929. 

In the treatment of inguinal hernia in the female 
the round ligament is frequently ligated and excised 
with the hernial sac. ‘The resulting frequently 
serious changes in the position of the uterus (torsion, 
prolapse, and kinking) are usually seen by the 
gynecologist rather than the general surgeon. 

In the textbooks it is always emphasized that the 
round ligament, like the vas deferens in the male, 
must be dissected from the hernial sac (Koch, 
Doederlein, and others). This is possible only in 
acquired herniw, which, according to Noetzel’s ex- 
perience, do not constitute the majority. In these, 
the hernia escapes next to the round ligament and its 
peritoneal cone and above it. The separation is 
accomplished very easily. 

Conditions are entirely different in the congenital 
herniew which are found not so rarely in children and 
constitute the majority of hernix in women. The chief 
difference is that the extraperitoneal portion of the 
ligament is entirely absent. The hernial sac, the 
ligament of Nuck that has remained open, contains 
the entire ligament, which forms the posterior wall. 
This may roll itself up into a broad plate which in 
children may be somewhat thicker and in women has 
considerable thickness. 

At operation, Noetzel endeavors, like Solms, to 
draw the processus vaginalis entirely away from the 
inguinal canal. The technique is that proposed by 
Noetzel for the Alexander operation in retroflexion of 
the uterus. The dissected ligament is drawn extra- 
peritoneally under the internal oblique muscle in an 
inward and upward direction and then, under :he 
necessary tension, is firmly fixed by sutures in its 
upper parts between the external and internal 
oblique muscles and in its lower parts between the 
aponeurosis of the internal oblique and the rectus 
muscles, 

In congenital hernia, in which the separation may 
be difficult because of the thickness and width of the 
ligament, the entire ligament with the widely split 
hernial sac is sutured to the posterior or under side of 
the internal oblique and cremaster muscles and these 
muscular parts are united over it by a suture accord- 
ing to the method of Brenner. The danger of a 
recurrence of the hernia through the peritoneal cone 
is overcome by splitting the hernial sac throughout 
its entire extent. ‘The peritoneal wound surface then 
heals to the abdominal muscles as after the radical 
operation proposed for children by Loirthiore in 
which the hernial sac is cut off as high as possible and 
neither ligated nor sutured, an operation which 


Noetzel carries out on children as a routine pro- 
cedure. 

Internal herniz have never been found by Noetzel 
in women, but according to Graser they are present 
in about o.5 per cent of the usual inguinal hernia. 

STETTINER (Z). 


Ravdin, I. S., Morrison, M. E., and Smyth, C. M. 
Jr.: Bile Peritonitis and Blue Ascites. Ann. 
Surg., 1929, |xxxix, 867, 

The classical symptoms of bile peritonitis are 
variable, depending on the extent of the bile leakage, 
but in the main they resemble those of an acute or 
subacute peritonitis. As a rule the condition is 
associated with fever, an increase in the polymor- 
phonuclear Jeucocytes, early marked abdominal 
tenderness and rigidity, and varying degrees of 
distention as the disease progresses. Vomiting 
occurs early and is persistent. At first there is 
evidence of an irritative nephritis. Later, anuria 
may supervene. Bradycardia and hypotension with 
slow irregular respiration are noted early. 

The conflicting evidence relative to the toxicity 
of the bile is due no doubt to variations in technique, 
the administration of impure constituents, and fail- 
ure properly to control the experiments. On the 
basis of accumulated clinical and experimental 
evidence it seems highly unlikely that the pigment 
is the toxic factor. 

Horrall and Carlson are quoted as having con- 
firmed previous work indicating that the toxic factor 
of the bile is the bile salts. They found the dialysate 
of whole bile to be toxic and the non-dialyzable 
portion to be non-toxic. 

As a basis for the authors’ investigations, the bile 
salts in whole gall-bladder bile, gall-bladder and 
common-duct fistula bile, and bilious ascites were 
estimated and the bile-pigment content of the blood 
and bilious ascitic fluids was determined. Bilious 
ascitic fluid was found to have a low bile content as 
compared with that of bile. The degree of the fall 
in the blood pressure in dogs following the intraven- 
ous injection of bile, bilious ascitic fluid, and bile 
salts depended upon the concentration of bile salts 
in the material injected. 

Like Horrall and Carlson, the authors found that 
5 c.cm. per kilo of body weight of sterile whole gall- 
bladder bile of the dog injected intraperitoneally 
caused the death of the animal within twenty-four 
hours. The injection of less than 3 c.cm. did not 
produce toxic symptoms. 

The authors assume that in cases of bile peritonitis 
an opening communicating directly with the biliary 
passages must have occurred. 

In cases in which considerable amounts of bile- 
stained fluid are found in the peritoneal cavity but 
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there are no acute symptoms so far as the fluid is 
concerned and at operation the peritoneum shows 
no reaction, it is assumed that the toxic factor of 
bile is absent or is present in amounts too small to 
produce symptoms. 

The authors have attempted to differentiate cases 
in which bile causes a reactive inflammation of the 
peritoneum and those in which large amounts of 
bile-stained fluid are innocuous. The amount of bile 
salts found in the bilious ascitic fluid in four in- 
stances was insufficient to produce toxic symptoms. 

The low concentration of bile salts in the bile- 
stained fluid is not believed to be a result of filtration 
through the walls of the extrahepatic bile ducts. 

W.N. Row ey, M.D. 


Wyss, E.: The Roentgen Treatment of Abdomi- 
nal Tuberculosis. I. Tuberculous Peritonitis 
(Ueber die Roentgenbehandlung der Abdominal- 
tuberkulose. I. Peritonitis tuberculosa). Schweiz. 
med. Wchnschr., 1928, ii, 1029. 

Tuberculous peritonitis is most frequent between 
the ages of five and twelve years. According to 
Matthieu, it occurs in eight females to every two 
males. The secondary form is much more common 
than the primary form. 
+The author discusses the treatment after review- 
ing the anatomical types of the condition. He states 
that roentgen therapy and heliotherapy are today 
considered the preferred methods. When there is a 
large exudate, several] paracenteses are of great value. 
In the fibro-adhesive and fibrocaseous forms, X-ray 
treatment is to be recommended; surgical interven- 
tion comes into consideration only in stenosis or 
localized adnexal tuberculosis. Heliotherapy and 
treatment with the ultraviolet rays give good results 
in about the same percentage of cases. The roentgen 
treatment has a purely local effect and can be given 
to ambulatory patients. The other methods offer an 
opportunity for simultaneous local and general re- 
covery but require time and money. 

Also in genital tuberculosis in the female, X-ray 
treatment is to be preferred to operation. It results 
in a cure in about 80 per cent of the cases. Surgical 
intervention may cause the formation of fistule or 
may disseminate the process even to the meninges. 
In order not to cause permanent damage to the 
ovaries, the dose should be less than the ovarian dose. 

Genital tuberculosis in the male is better treated 
with the X-rays than by surgery, but many patients 
prefer operation because it saves time and expense. 
Irradiation is indicated also for bladder and intes- 
tinal tuberculosis, bilateral and beginning unilateral 
kidney involvement, and the persistence of pus or 
bladder ulcers following nephrectomy. 

P. Kier (G). 


Naoji, K.: A Case of Pseudomyxoma Peritonei 
(Ueber einen Fall von Pseudomyxoma peritonei). 
Arch. japan. Chir., 1928, v, 930. 


The case reported was that of a woman thirty-two 
years of age who presented symptoms of chronic peri- 


tonitis for eight months. Pseudomyxoma peritonei 
was suspected as a small quantity of gelatinous fluid 
was obtained on paracentesis. At operation the diag- 
nosis was confirmed and the cause found to be a rup- 
tured pedunculated pseudomucinous cystadenoma of 
the left ovary the size of a fist. There were no im- 
plantation cysts on the peritoneum. The case belongs 
to the group designated by Peters and Goldschmidt 
as “‘pure cases of pseudomyxoma peritonei.” Opera- 
tion was followed by smooth recovery. As there were 
no signs of recurrence ten months after the operation, 
the author believes the condition _ permanently 
cured. . HArrtEeEL (Z). 


Bothe, F. A.: The Fate of the Free Omental Graft 
in Abdominal Surgery. Ann. Surg., 1929, 1xxxix, 
886. 


The omentum has an important part in the defense 
reactions in various pathological conditions of the 
abdomen. It encapsulates necrotic tissue, increases 
the viability of partially devitalized bowel, and is of 
value as a graft, free or attached, to cover serosal 
defects. Its ability to increase resistance to peri- 
toneal infections is due to its power of absorption 
and its mobility. 

In experiments carried out by the author on dogs 
to ascertain the fate of the free omental graft in 
abdominal surgery, transplants were applied over: 
(1) the sites of excision of a supposed gastric ulcer, 
(2) the closure of an artificially produced perforation 
of the small bowel, (3) smooth peritoneum of the 
small bowel, (4) denuded areas on the small bowel, 
(5) the pylorus following a Rammstedt operation, 
(6) the site of a pyloromyomectomy, and (7) defects 
in the spleen and liver accompanied by severe 
hemorrhage. All of the operations were performed 
under aseptic conditions. Anasthesia was induced 
by the intraperitoneal administration of sodium 
amytal, and the suturing was done with plain catgut. 

There are two kinds of omental grafts, the free 
and the attached. Attached grafts are preferable in 
the presence of infection, but their use may be 
followed by internal herniation and adhesions with 
subsequent obstruction. Free transplants are not 
successful when infection is present. 

The findings of examinations to determine the fate 
of thin free grafts used in this experiment were as 
follows: 

After seventy-two hours, traction on the grafts 
showed that they were adherent but could be easily 
detached. After two weeks they could be detached 
only by forceful traction. After two months it 
appeared that partial absorption had occurred al- 
though the grafts were still definitely elevated above 
the surrounding surface. After four and one-half 
months the grafts were entirely absorbed and it was 
impossible to distinguish the area over which they 
had been sutured. The thick fat grafts at this time 
were still easily identified and showed very little, if 
any, absorption. 

In transplants seventy-two hours old, histological 
study revealed young blood spaces and fibroblasts. 
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Endothelialization of the newly formed blood spaces 
begins in seventy-six hours, and angioblastic and 
fibroblastic proliferation is pronounced during the 
first two months after transplantation. 

The development of postoperative adhesions was 
reduced to the minimum by employing small grafts 
and covering over the raw surfaces on both the graft 
and omentum as completely as possible. The effec- 
tive hemostatic action of the free omental graft was 
clearly demonstrated. 

The author concludes from his experiments that 
thin omental grafts are preferable to thick grafts for 
free transplantation, and that the ideal graft should 
be well vascularized. Free transplants should be 
carefully sutured to the underlying tissue and all 
raw edges on the omentum from which the graft is 
severed should be covered over. 

Free grafts unite better when the peritoneum has 
been denuded. Absorption of the thin graft is 
nearly complete after four and a half months. 

Cyrit J. Gasper, M.D. 


Rothschild, N. S.: Safety Factors in Mesenteric 
Ligations. Ann. Surg., 1929, 1xxxix, 878. 


The blood supply of the intestine consists of the 
vasa recta arising from the last series of mesenteric 
arcades and passing directly to the bowel but alter- 
nating, first one passing in front of and then one 
passing behind the bowel, and numerous lateral off- 
shoots which anastomose freely with branches from 
adjacent arteries. A segment of bowel may be 
identified from the arrangement of these vessels. In 
the duodenum there is an occasional arcade. In the 
jejunum the arcades are more numerous. In the 
terminal ileum a plexus formation is found. 

The author studied the effect upon the viability 
of the bowel of ligating the mesenteric vessels in 
various locations in experiments on dogs carried out 
under aseptic conditions with the animals under 
amytal anesthesia. From his findings he draws the 
following conclusions: 

Interference with the superior mesenteric artery 
results in gangrene of the bowel, while interference 
with the circulation of the small intestine between 
the mesenteric attachment and the superior mesen- 
teric artery is not usually accompanied by gangrene 
of the bowel. Detachment of the mesentery from 
the bowel may not result in gangrene. Severance of 
the mesentery of the large bowel with preservation 
of the marginal artery does not interfere with the 
viability of the large bowel. 

In dogs, the re-establishment of the circulation of 
the bowel may take place through an omental graft, 
through the marginal artery of the segment, or 
through the formation of new vessels communicat- 
ing with the vessels severed. Adhesions are not 
important as a means of re-establishing the circula- 
tion except in the case of the omentum. When 
omentum is wrapped around the intestine from 
which the blood supply has been ligated, gangrene 
will not occur if the area affected does not exceed 
3% cm. 
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Because of the anatomical arrangement of the 
vessels, the degree of safety in mesenteric ligation is 
much greater in man than in animals. 

When the viability of the gut is doubtful, con- 
servative measures are justified as radical procedures 
may prove fatal. Cyrit J. Gasper, M.D. 


GASTRO-INTESTINAL TRACT 


Haden, R. L., and Orr, T. G.: Experimental De- 
hydration: Chemical Changes in the Blood of 
the Dog Contrasted with Those Following Ob- 
struction of the Cardiac End of the Stomach. 
J. Exper. M., 1929, xlix, 945. 

Haden and Orr report a comparative study of the 
blood and urine in dogs with experimental dehydra- 
tion and dogs with obstruction of the cardiac end of 
the stomach. The average duration of life was 
slightly longer in the former than in the latter. The 
urine output per kilo of body weight was almost 
twice as great in dehydration as in obstruction. The 
increase in non-protein nitrogen and urea nitrogen 
was much the same in the two groups although some- 
what more marked in the animals with obstruction. 
The chlorides of the blood were markedly increased 
in dehydration and slightly decreased in obstruction. 
The increase in fibrinogen and total protein was 
twice as great in the dogs with obstruction as in 
those with dehydration. 

These findings indicate that some factor or factors 
in addition to dehydration must be responsible for 
the toxemia of cardiac obstruction. 

In a study of the chemical changes in the blood of 
six dogs with closed loop obstruction of the upper 
jejunum, the authors found that the duration of life 
was less in closed loop obstruction than in simple 
obstruction. All of the animals showed a marked 
rise in the non-protein nitrogen and urea nitrogen 
and a fall in the chlorides. In the majority, the 
carbon-dioxide combining power of the plasma was 
increased. The findings in closed loop obstruction 
were essentially the same as those in simple intes- 
tinal obstruction. Harry W. Fink, M.D. 


Kinsella, V. J.: Normal and Pathological Physiol- 
ogy of the Stomach. Lancet, 1929, ccxvi, 1130. 


In attempting to explain pain in disease of the ab- 
dominal viscera, Mackenzie has suggested an irri- 
table focus in the spinal cord as a factor, and Len- 
nander and Morley have dealt with the importance 
of the parietal peritoneum and the mesentery. Hurst 
and Ryle have suggested that functional alterations 
in the tension of the visceral muscle may play a part, 
and the kymographic school have suggested powerful 
peristalsisasacause. Sippy and Palmer have directed 
their attention to the acidity of the gastric contents. 
Kinsella regards it as remarkable that all possible 
parts surrounding the involved area have been fully 
considered while the tissue actually diseased has been 
comparatively neglected. 

All of the hypotheses to explain the pain of gastric 
ulcer have their defects. In many instances their 
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supporters point these out and express the belief that 
some other factor must be involved. This factor is 
the diseased tissue itself. 

Two components of abdominal pain can be distin- 
guished clinically—the truly visceral pain and the 
referred pain. Their relative importance differs in 
different subjects, and they are probably subserved 
by different nervous connections—the truly visceral 
pain by the vagus, and the referred pain by the sym- 
pathetic. This conception may be of help in the oper- 
ation for neurotomy for gastric pain. 

The author believes that upright posture has modi- 
fied the position of the human stomach in relation to 
its somatic segments and its reflex symptoms, and 
that this change may have some bearing upon gastric 
neuroses. 

Biological considerations suggest that the tissue 
reactions against disease—inflammatory infiltration 
and powerful peristalsis—are adequate stimuli for 
pain. This conclusion is supported by clinical and 
experimental data. Harry W. Fink, M.D. 


Emery, E. S., Jr., and Monroe, R. T.: Peptic Ulcer: 
A Study of 556 Cases. Arch. Int. Med., 1920, 
xliii, 846. 

This article is based on the cases of gastric and 
duodenal ulcer which were admitted to the Peter 
Bent Brigham Hospital, Boston, in the period from 
1913, when the hospital was opened, to September, 
1926. 

Of the 556 patients, 407 were admitted to the 
medical wards, 149 were admitted directly to the 
surgical wards, and 155 were transferred from the 
medical to the surgical wards. Four hundred and 
sixty (82.5 per cent) of the patients have been 
followed up. Seventy-six (13.6 per cent) of the total 
number are dead from various causes; 264 (47.4 per 
cent) have been followed from their discharge up to 
the present time; 120 (21.5 per cent) were heard 
from for some time after their discharge but have 
not been heard from recently; and 96 (17.5 per cent) 
have not reported. 

The duration of observation ranged from six 
months to thirteen years, and the average period of 
observation was slightly more than four years. 

Hyperacidity was present in 50 per cent of the 
cases. There was only 1 proved case of achlorhydria 
and in this instance the diagnosis of ulcer was made 
only by X-ray examination, there being no symp- 
toms of the lesion. The X-rays failed to show evi- 
dence of an ulcer in 36 cases (7 per cent). 

Hemorrhage occurred in 194 cases (34.8 per cent) 
and was the cause of death in 8. Seventy-seven 
patients had more than 1 hemorrhage. Hemorrhage 
was the first sign of the lesion in 25 cases. 

Acute perforation occurred in 38 cases and was 
fatal in 11 (28 per cent). There was no tendency 
for this complication to appear early in the course 
of the disease. 

Cancer was found in 6 (4.4 per cent) of the 135 
cases of gastric ulcer. In 3, it apparently developed 
from the ulcer. 


Retention occurred in 135 cases, and in 92 was 
due to pyloric spasm. 

Hourglass deformity occurred in 16 cases. 

No greater incidence of foci of infection was found 
in this group than in the general hospital population. 

To date, ulcer has been the cause of death in 41 
cases. Twenty-one patients died following operation. 

The results of all forms of treatment showed that 
about 60 per cent of the patients were relieved after 
an average observation period of four years. The 
strict Sippy treatment proved to be the best of the 
medical methods, and gastro-enterostomy with 
plication of the pylorus the best of the surgical 
procedures. Surgical methods were somewhat more 
effective than medical methods, but this was offset 
by the fact that the results in the cases in which 
surgical methods were employed were poorer than 
those in cases in which medical treatment was given. 
The evidence indicates that ulcer is a chronic 
disease and that all known methods of treatment are 
merely palliative. Cure is probably rare. Each 
method has its advantages and disadvantages which 
must be weighed in the individual case. The best 
results are to be expected from a wise choice of the 
methods. The patient should be informed regarding 
the nature of his condition and the degree of relief 
that can be expected. Emi C. Roprrsuex, M.D. 


Finsterer: The Surgical Treatment of Gastric 
Carcinoma (Die chirurgische Behandlung des 
Magenkrebses). 53 Tag d. deutsch. Ges. f. Chir., 
Berlin, 1929. 


This report is based on 535 operations for gastric 
carcinoma—340 resections, 8 total extirpations, 88 
gastro-enterostomies, and 99 exploratory laparoto- 
mies. 

The result of simple resection (resection of the 
stomach alone) were relatively good in spite of very 
wide indications (65 per cent of all carcinomata were 
operated upon radically). In 211 simple gastric resec- 
tions there were 13 deaths, a mortality of 6.1 per 
cent whereas in 129 complicated resections (simul- 
taneous resection of the pancreas, colon, and right 
oesophageal wall) the mortality was 41 per cent. 

The results in patients of advanced age were not 
materially worse than those in young patients. In. 
the cases of 139 patients under sixty years of age 
the mortality of simple resection was 5.7 per cent, 
whereas in the cases of 72 patients over sixty years of 
age it was 6.9 per cent. In the cases of 85 patients 
under sixty years of age the mortality of complicated 
resections was 42.3 per cent, and in those of 44 pa- 
tients over sixty years of age it was 38.6 per cent. 
General anesthesia is to be avoided, especially in the 
cases of old persons. The author rejects the Billroth 
I procedure on account of the danger of leakage. He 
employs a modification of the Billroth II operation. 
He emphasizes the importance of very careful after- 
treatment (pulmonary gymnastics). 

Of 199 patients, 50 (25 per cent of those subjected 
to resection and 30.8 per cent of those discharged as 
healed) remained free from recurrence for from five 
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to eighteen years. At the end of ten years, 14 per 
cent of those treated by resection and 17.4 per cent 
of those discharged as healed remained free from 
recurrence. Kor permanent cure, the removal of the 
greater omentum and the cleaning out of the 
lymphatic area are very important. If the carci- 
noma has invaded the mesocolon, resection of the 
colon is not absolutely necessary since resection of 
the mesocolon alone may give a permanent cure. 
Of 46 patients treated by mesocolon resection, 13 
(28.2 per cent of the number treated by resection 
and 34.2 per cent of those discharged as healed) 
remained free from recurrence for from five to 
eighteen years. 

The late results are poorer in ulcer carcinoma than 
in primary carcinoma. Although of 32 patients with 
beginning ulcer carcinoma, to remained free from 
recurrence for more than five years, of 28 patients 
with advanced ulcer carcinoma only 1 remained well 
longer than five years. ‘The poor prognosis of ulcer 
carcinoma can be combated best by prophylactic 
resection of callous ulcers of the stomach. 

In the discussion of this report, BorcHarD 
(Charlottenburg) called attention to the fact that 
under certain conditions a gastrocolic resection may 
be easier than a simple gastric resection. 

STETTINER (Z). 


Edwards, H., and Dukes, C.: Congenital Diverticula 
of the Intestine: With the Report of a Case 
Exhibiting Heterotopia. Brit. J. Surg., 1920, 
xvii, 7. 

The authors report the case of a boy sixteen years 
of age who had been subject since early childhood to 
attacks of acute abdominal pain often accompanied 
by hemorrhage from the bowel. Operation revealed 
a diverticulum of the small bowel 28 in. long with 
a perforated ulcer near its end. A portion of the gut 
was resected with the diverticulum. Uninterrupted 
recovery resulted. 

On microscopic examination of the diverticulum 
the surface layer of the mucosa was found to be 
like that of normal epithelium of the small intestine 
but beneath it there was a deeper stratum of mucosa 
typical of human gastric mucous membrane. At 
the point of perforation the cellular arrangement 
was similar to that of a gastric ulcer. 

In the authors’ opinion, this case represents an 
attempt at the formation of a twin which was begun 
at such a late stage of development of the ovum that 
the extent of reduplication was limited to a segment 
of the bowel. Grorce A. Cotietr, M.D. 


Hennes, P.: Congenital Stenoses of the Intestine 
(Ueber angeborene Darmverengungen). Arch. f. 
path. Anat., 1929, cclxx, 1764. 

This is an autopsy report of four cases of rare 
forms of intestinal stenosis. In the first case the 
duodenum was occluded by a malformation of the 
pancreas which surrounded it. Pancreatitis and 
cholangeitis were also present. In the second case 
the stenosis was due to a fold at the mouth of the 


pancreatic duct with secondary inflammation. In 
the third case the cause of the stenosis was an infra- 
papillary fold formation with incomplete torsion of 
the bowel and an umbilical hernia. The fourth case 
showed twisting of a loop of duodenum with 
fixation. 

The author reviews the literature on congenital 
stenoses of the intestine and concludes that the 
causes are developmental disturbances with second- 
ary epithelial proliferation. W. Koenic (Z). 


Pool, E. H.: Diverticulum of the Duodenum. Ann. 
Surg., 1929, xc, 138. 


The case reported was that of a woman sixty-two 
years of age who for several years had had attacks 
of vomiting lasting for from several days to a week. 
X-ray studies showed a large duodenal diverticulum 
with a definite fluid level. At operation, the diver- 
ticulum was found closely opposed to the posterior 
aspect of the head of the pancreas. It measured 
about 2 in. in diameter. The neck was 1 in. in 
diameter and was situated at the lower part of the 
mesial aspect of the descending duodenum. ‘The 
operation was followed by smooth recovery. 

This case is thought to be of particular interest 
because of the periodic attacks of vomiting which 
were associated with hyperglycamia and glycosuria 
presumably due to pressure upon the pancreas or 
its duct by the dilated diverticulum. 

Wiveur Battry, M.D. 


Klein, E.: Left Vagus Section and Partial Gastrec- 
tomy for Duodenal Ulcer with Hyperacidity. 
Ann. Surg., 1929, xc, 65. 

Klein reports on eight recent cases of duodenal 
ulcer with high acidity in which a partial gastrec- 
tomy with section of the left vagus nerve was done 
by Berg at the Mt. Sinai Hospital, New York. 
Whereas after partial gastrectomy alone only one 
quarter of the patients are anacid, all of the eight 
patients with section of the vagus nerve are at 
present anacid and free from gastric symptoms. 
All are well nourished and have gained weight. 
There was no mortality. Klein suggests that section 
of the left vagus nerve serves to cut off the cephalic 
phase of gastric secretion. | Joun H. Nuzum, M.D. 


Joyce, T. M.: Resection of the Proximal Duodenum 
and Pyloric Sphincter for Multiple Duodenal 
Ulcers. Ann. Surg., 1929, xc, 79. 

For cases of multiple ulcers of the duodenum 
Joyce advocates pyloroplasty and complete re- 
section of the proximal end of the first portion of the 
duodenum, including the ulcerative lesions and the 
pyloric ring of the stomach followed by end-to-end 
anastomosis. He believes that the figures of Judd 
who reports the discovery of multiple ulcers in only 
0.71 per cent of 4,901 cases of duodenal ulcer are 
too low. 

In a series of 50 consecutive cases of duodenal 
ulcer Joyce performed gastro-enterostomy 32 times; 
simple closure of acute perforations twice; a Pélya 
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resection for gastrojejunal ulcer twice; a Judd 
pyloroplasty 10 times; and partial duodenectomy 
4 times. Of the 14 cases in which a view of the lumen 
was obtained, contact ulcers of the duodenum were 
discovered in 7 (Soper cent). In 1 case, 4 ulcers, and 
in another, 5 ulcers, were found. 

Joyce advocates the use of pyloroplasty by the 
method of Finney, Judd, or Horsley instead of 
gastro-enterostomy whenever possible. 

Joun W. Nuzum, M.D. 


D’Allaines, F.: Primary Epithelioma of the Jejuno- 
Ileum (Sur |’épithélioma primitif du jéjuno-iléon). 
J. de chir., 1929, Xxxili, 449. 


To the forty-seven cases of primary jejuno-ileal 
epithelioma collected from the literature in 1913 by 
Venot and Parcellier, the author adds sixty-six re- 
ported since that date and a case of his own. 

In the jejunum the tumor is usually situated at 
some distance from the duodenojejunal angle, but 
in the ileum it is often close to the ileocecal junc- 
ture. It appears at an earlier age than cancer of 
other organs, being most frequent in the fourth dec- 
ade. In one of the cases on record it developed at 
the age of three and a half years. 

It is a small, annular growth giving the intestine 
the appearance of being ligated. When the intestine 
is opened a typical cancerous ulceration of annular 
form is found. On palpation, it gives the sensation 
of a small Murphy button placed at the level of an 
anastomosis. Above the lesion, the intestine is 
dilated, hypertrophied, and oedematous. Even in 
the absence of acute occlusion, the dilatation may 
be marked and extensive. In the author’s case, in 
which the neoplasm was situated 8 cm. below the 
duodenojejunal angle, the stomach was involved in 
the dilatation. 

The tumor grows slowly and for a long time is 
confined to the immediately adjacent glandular ter- 
ritory. Invagination and perforation are rare. The 
former has been reported seven times. The latter, 
according to Hinz, occurs in only 3 per cent of the 
cases. Generalization takes place late. Dissemina- 
tion occurs most frequently by subperitoneal lymph- 
angitis. There is little tendency toward the forma- 
tion of a tumor in the true sense of the word. When 
a neoplasm is found it is due rather to the presence 
of large masses of glands with adhesions and agglom- 
erations of intestinal loops and omentum. 

The histological type is that of adenocarcinoma. 
Emaciation is an almost constant early sign and in- 
testinal disturbances suggestive of progressive occlu- 
sion usually precede even an acute occlusion. Pain 
is a fairly constant symptom. The presence of a 
tumor is a valuable, but inconstant, sign. Contrary 
to what might be expected, the tumor is never found 
near the median line and is not very mobile. Of 
twelve cases in which its situation was recorded, it 
was found in the right iliac fossa in six, and on the 
left side in six (five times in the iliac fossa). When 
the lesion is close to the duodenojejunal angle, 
gastroduodenal symptoms may be prominent. 
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Roentgen examination is the chief aid in the diag- 
nosis, but the author is of the opinion that other 
methods of examination—a search for blood in the 
stool, for instance—should be employed more fre- 
quently. In the roentgen picture, the retro-stric- 
tural dilatation is of more importance than the 
stenosis itself. In the author’s case, the entire 
duodenum and the origin of the jejunum were very 
voluminous and showed little contractility. The 
picture was evidently that of a very pronounced 
dilatation of long standing with secondary atony of 
the walls. The author regards this weakness of the 
walls of a dilated intestinal segment as highly in- 
formative. For comparison with the roentgenogram 
of this case, he presents the roentgenogram of a case 
in which the stenosis was found to be due to simple 
intestinal spasm. In the latter case, the intestinal 
segments above the stricture were highly con- 
tractile and the stomach was small and the site of 
violent contractions. Three cases are cited to show 
that it may be almost impossible to differentiate 
between tuberculosis and cancer of the small in- 
testine. 

Secondary tumors of the intestine, which, accord- 
ing to Lecéne, are more frequent than primary 
epitheliomata, are usually secondary to tumors of 
the uterus, ovary, or stomach. Plastic linitis is 
particularly liable to metastasize early into the in- 
testine. Under the name “carcinoid tumors” Banting 
has described multiple tumors of the intestine 
with clinical and anatomical characteristics of their 
own. ‘These tumors develop apparently simul- 
taneously. They are rounded and are situated 
generally in the submucosa of a single, more or less 
long intestinal segment. They vary from a few 
millimeters in diameter to the size of a walnut. 
They are formed of fibrous stroma with few cells 
and are poorly vascularized. In the midst of the 
stroma there are alveoli connected with one another 
by cords of cells forming a trabecular system. 
Mitotic figures are rare. ‘There is no associated 
clinical history. They are most often found at 
autopsy in persons who have died from some other 
disease. Nevertheless, they are capable of metas- 
tasizing, causing intestinal stenosis, and death. 
Their origin is still a subject of dispute. 

The treatment of choice for epitheliomata of the 
small intestine without occlusion is wide resection 
of the tumor with the corresponding mesentery and 
its glands. If the tumor is situated near the duo- 
denojejunal angle, Y-shaped anastomosis may be 
necessary: implantation of the jejunum into the 
stomach and of the duodenum into the jejunum, as 
was done in two of the cases cited from the litera- 
ture. Resection is an operation of only moderate 
gravity if it is performed in the absence of occlu- 
sion. The mortality in sixteen of the cases collected 
by Venot and Parcellier was 18.7 per cent; in forty- 
two later cases, it was 15 per cent. In general, the 
operation is done in one stage. In the older series, 
there were three cures of more than seven years’ 
duration. In the later series, the late results in 
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twenty-six cases are recorded. Forty-three per cent 
of these patients were alive one year or more after 
the intervention. The longest cure in this series 
was fourteen years. Most of the other patients died 
of local recurrence or of metastasis from five to six 
months after the operation. 

When resection is impossible the logical opera- 
tion is ileocecal or jejunojejunal anastomosis. ‘This 
sometimes gives good results, even in unfavorable 
cases, Clinical cures lasting up to two years have 
been reported. In acute occlusion, entero-anasto- 
mosis is the only procedure that can give a favorable 
result. Simple jejunostomy had a mortality of 75 
per cent in the four cases in which it was tried and 
is incapable of greatly prolonging life. 

Brief histories of sixty-six cases reported in the 
literature since 1913 are given. 

FLORENCE A. CARPENTER. 


Lapoint, A.: A Hemorrhagic Infarct of the Ileum 
Caused by Venous Thrombosis of the Ileum 
Following Appendicitis; Enterectomy; Cure 
(Infarctus hémorragique de Viléon par thrombose 
veineuse post-appendiculaire; entérectomie; guéri- 
son). Bull. et mém. Soc. nat. de chir., 1929, lv, 561. 

The theory that intestinal infarction can be caused 
by venous thrombosis has been long in gaining ac- 
ceptance. The possibility of such an occurrence has 
been questioned ever since the first observations of 
Picqué and Grégoire which were reported in 1902. 

Elsewhere in the body venous thrombosis is in- 
capable of completely blocking the circulation, but 
in the intestine there are the same number of veins 
as arteries and therefore the obliteration of a vein 
compromises the vitality of the intestine equally 
with obliteration of an artery. ‘The intramural ves- 
sels will maintain the circulation provided the seg- 
ment involved does not exceed 30 cm. When a 
greater segment is involved, necrosis will occur 
(Bégouin). 

The author has operated upon three cases of 
intestinal infarction caused by venous thrombosis. 
In two, the exciting cause was appendicitis. Ap- 
pendicitis is probably the cause in many obscure 
cases. The possibility of a propagating thrombo- 
phlebitis is easily understood. The peculiarity of 
infarction of venous origin is its delayed appearance. 

The case reported was that of a girl seventeen 
years of age who was operated on for gangrenous ap- 
pendicitis with extensive fibrinopurulent pelvic 
peritonitis. Complete recovery followed the usual 
period of convalescence. Four months later the 
patient was seized with violent abdominal pain and 
vomiting. During the next twelve hours the vomit- 
ing was not repeated, but no feces or gas was passed 
and the pulse rose to 140. In the right side of the 
abdomen there was a localized area of distention 
which was sensitive to pressure. 

Laparotomy performed on the basis of a diagnosis 
of intestinal obstruction revealed free blood in the 
peritoneal cavity and a hemorrhagic infarction of 
1 meter of the ileum extending 20 cm. above the 
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cecum. The arteries to the infarcted segment were 
permeable, but the veins were filled with clots. 
Resection was done and the two ends of the intestine 
fixed in the inferior angle of the abdominal incision. 

Soon after the operation the usual complications 
of a fistula of the small intestine—ulceration of the 
skin, and loss of weight—developed. In the third 
week a Dupuytren enterotome was applied to the 
spur and the normal intestinal current was quickly 
re-established. Several weeks later the remaining 
fistula was cured by resection and end-to-end 
anastomosis. 

A correct pre-operative diagnosis is seldom made 
in these cases because intestinal hemorrhage is often 
lacking. In some cases, however, the distinction be- 
tween venous and arterial occlusion could probably 
be made. In the presence of cardiac or aortic dis- 
ease or arteriosclerosis the infarct will be of arterial 
origin. When there has been a recent appendectomy 
or splenectomy the occlusion will be probably venous. 

Attention is called to the disadvantages of ileos- 
tomy in these cases. ALBert F, DeGroat, M.D. 


Balli, R.: The Sphincters of the Colon. Radiology, 
1920, Xii, 484. 

The sphincters of the colon demonstrated roent- 
genologically are the following: 

1. The ileocolic sphincter of Varolius. This is the 
sphincter usually described by anatomists which is 
located at the terminal end of the ileum. 

2. The sphincter of Busi or colicocecal sphincter 
situated between the cecum and the ascending colon 
below the ileoccal orifice. 

3. The sphincter of Hirsch in the proximal seg- 
ment of the ascending colon above the cecum. 

4. The sphincter of Cannon in the transverse 
colon between the first and third portions. It ex- 
tends over an area of about 1 cm. and is usually 
distinct. 

5. The sphincter of Payr and Strauss situated at 
the left flexure of the colon. 

6. The colosigmoidal sphincter. This was dem- 
onstrated by the author and is produced by a tonic 
or spastic contraction of the colon at its juncture with 
the sigmoid. 

7. The sphincter of Moutier in the terminal colon 
between the sigmoid and the rectum. 

8. The sphincter of Rossi at the level of the middle 
portion of the sigmoid. This sphincter is observed 
particularly in children. 

The author has studied these sphincters histo- 
logically. Harry W. Fink, M.D. 


Turner, G. G.: Cancer of the Colon. Lancet, 1920, 
CCXVi, 1017, 1073. 

Growths in the colon are low in the scale of 
malignancy. They do not spread widely or rapidly 
in or away from the bowel. Their blood-vessel and 
lymph-vessel territories so closely correspond that 
free removal of glands can be effected safely and wide 
resection and subsequent anastomoses can be done 
easily. In most cases the primary growth, its exten- 
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sions in the intestinal wall, and many secondary 
glands can be removed in one block. 

Of a total of 241 cases operated on by Turner, a 
radical operation was possible in 142. In 85 only a 
palliative anastomosis, or some type of colostomy 
could be done. In 14 cases, only an exploration was 
possible. In the 142 cases in which the growth was 
removed there were 27 deaths. 

In 78 of the 142 cases operated on radically, the 
tumor was in the sigmoid or descending colon. The 
more urgent cases of obstruction in which bowel 
drainage is clearly indicated are for the most part 
those in which the growth is situated beyond the 
splenic flexure. The mortality of excision in such 
cases has been almost halved by preliminary drainage. 

Unless there is some unequivocal evidence of dis- 
tant dissemination of the cancer, the patient should 
be given the chance which operation alone offers. 

Large size of a growth, or its fixity, or involvement 
of neighboring structures does not necessarily mean 
that the neoplasm is irremovable. Large growths of 
slow development are often the most favorable. The 
size of the growth and the reaction of the surround- 
ing tissues as shown by the development of adhesions 
often suggest that the body is capable of good re- 
sistance to the malignant invasion. 

“xtension of the growth into the mesentery is 
much more unfavorable than extension in the oppo- 
site direction. 

The ultimate aim of the radical operation should 
be the restoration of function with restoration of the 
continuity of the intestinal canal. In only 18 of the 
142 cases reviewed was it necessary to leave a 
permanent colostomy after removal of the growth. 
There is no period at which a patient may be 
regarded as free from the possibility of recurrence, 
but the likelihood of recurrence diminishes rapidly 
after five years. 

Excision holds out a good prospect of long relief. 
It can often be performed with a lower mortality 
than palliative operations. Even if it is followed by 
recurrence, it is the best procedure in most cases. It 
is safest when carried out in stages. 

The most important early symptoms of cancer of 
the colon are pain in the form of attacks of mild 
colic, irregularity of the bowels following previous 
regularity, indigestion, loss of blood, and progressive 
loss of weight and vigor. 

The advantages of primary drainage of the bowel 
by cecostomy are summarized as follows: 

1. Obstruction is relieved, whether it is acute, 
partial, or potential. 

2. The recurring distention of the colon by gas is 
relieved. Distention is apt to occur in cases in which 
the function of the colon has been interfered with 
for some time. 

3. The bowel can recover from the obstruction 
as regards both infection and loss of muscle tone. 

4. The bowel can be irrigated from the anus to the 
cxcostomy or in the opposite direction. 

5. Pain is relieved, and the patient is rendered 
able to sleep and assimilate nourishment. 


After the preliminary czecostomy, it is prudent to 
defer further treatment as long as the patient 
continues to improve. If his progress ceases after the 
mechanical obstruction has been relieved by satis- 
factory drainage, further operation should not be 
delayed for longer than two weeks. 

Turner describes the operative technique. 

SAMUEL Kaun, M.D. 


Schmieden: Czcum Mobile as a Cause of Illness 
(Das Caecum mobile als Krankheitsursache). 53 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1929. 


Schmieden states that the term “cecum mobile” 
is a misnomer as the condition to which it is applied 
is not a changing position of the cecum but a mal- 
position deep in the true pelvis which remains con- 
stant even during movement of the body. It would 
therefore be more correct to use the term ‘‘cacum 
pelvinum.” According to Payr, this position leads 
to a mechanical obstipation. ‘The malposition is not 
a too-great rotation, a too-lateral position of the 
cecum, or a simple sliding. The cecum must sur- 
mount the projecting psoas ridge to reach its posi- 
tion in the small pelvis. Only the gravid uterus may 
possibly displace it from its situation. 

In some cases the displacement produces no 
symptoms, but as a rule it causes rather considerable 
disturbances. In order to demonstrate the mechan- 
ical conditions better, Schmieden showed plaster 
moulds of the interior of the abdominal cavity. In 
these, the tripartite division of the cavity was 
readily recognized. The cavity is divided into a 
right and left half by the vertebral column. The 
moulds showed the sites of the various organs in the 
right and left sides. The pelvic cavity is separated 
from the upper halves by a triangle, the apex of 
which is formed by the projecting promontory and the 
two sides of which are formed by the two psoas ridges. 

Schmieden called attention to the normal position 
of the cecum and the great distance it must traverse 
to attain a position where it lies in the small pelvis. 
The obstipation is explained by distention and kink- 
ing. The moulds showed also that an operative 
attempt to relieve the condition by reefing would be 
useless. Only resection from the ascending colon to 
the lower end of the ileum ana an anastomosis with - 
the best possible imitation of Bauhin’s valve can 
overcome the condition. Schmieden presented also 
a large number of sections through the plaster 
moulds demonstrating the normal and pathological 
positions of the various organs. 

In the discussion of this report, PAyR (Leipzig) 
stated that much can be learned from such plaster 
moulds of the abdominal cavity. StrtTtrner (Z). 


Hartglass: Volvulus of the Czcum (Volvulus du 
cecum). Bull. et mém. Soc nat. de chir., 1929, lv, 291. 

Wilmoth: A Case of Volvulus of the Caecum (Un 
cas de volvulus du cecum). Bull. et mém. Soc. nat. 
de chir., 1929, lv, 291. 


HARTGLASS reports a case of volvulus of the 
cecum in a man sixty years of age. The pain was 
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violent and came on in attacks. The temperature 
was 37.5 degrees C. and the pulse between 80 and go. 
Vomiting had occurred. In the right iliac fossa, 
which was extremely painful on pressure, there was 
intense contraction of the abdominal wall. In spite 
of the absence of fever, a diagnosis of acute appendi- 
citis with threatened perforation was made. (The 
author states that he has seen a case of gangrene of 
the appendix without fever.) 

At operation, the caecum and the colon as far as 
the infrahepatic angle were found twisted about 90 
degrees in a clockwise direction around the vertical 
axis. The torsion may have been due to a free and 
floating mesentery. ‘The appendix was used as a 
means of fixation. After ligation and resection of 
its mesentery, it was drawn outside the abdomen by 
means of catgut so that as large a surface as possible 
of the anterior wall of the ascending cecum would 
be placed in contact with the peritoneum. ‘The base 
of the appendix was fixed by means of several linen 
sutures to the parietal peritoneum and to the mus- 
cles of the wall. 

Gas was passed twenty-four hours after the opera- 
tion and a bowel movement occurred on the third 
day. The appendix became gangrcnous and was 
resected above its ligature. Since his discharge from 
the hospital the patient has been working as a farm 
laborer and there has been no tendency toward re- 
currence of the volvulus. 

WILMortn’s case was that of a woman seventy- 
four years of age who presented marked distention 
of the abdomen along the median line. Several loops 
of intestine could be traced on the abdominal wall. 
No stool had been passed for six days. Vomiting 
had occurred. At operation the cecum was found 
to be enormously distended, purple, and very heavy. 
When it was untwisted with the hands counter- 
clockwise one and a half turns the ileum and cecum 
returned to a quasi-normal position, but the cecum 
did not empty. Further investigation revealed a 
band which stretched from a bundle of small in- 
testines to the peritoneum of the right internal iliac 
fossa. When this was cut it became apparent that 
the ileum, cacum, and ascending colon were not 
fixed normally to the posterior abdominal wall. 
They were disposed as in the fetus. A Pezzar sound 
was implanted in the cacum and fixed there by a 
pursestring suture of linen thread, the cecum was 
fixed by four linen threads to the lower extremity 
of the median incision, and the rest of the incision 
was closed in one layer with three bronze wires. 

A stool was passed on the third day after the 
operation. When the patient left the hospital the 
intestine was functioning normally, but two months 
after the operation she died of volvulus of the pelvic 
colon. At autopsy, the cecum was found to be ina 
normal position, well fixed to the abdominal wall. 

Wilmoth believes that the term ‘‘volvulus of the 
cecum” should be reserved for cases in which the 
torsion is limited to the cacum, the ascending colon, 
and the terminal part of the ileum. He emphasizes 
that this condition must be differentiated from ad- 


hesions of the cecum around a transverse axis, which 
are not true torsions, and from torsions which in- 
volve, with the cecum and the ascending colon, all 
or the greater part of the small intestine. Volvulus 
of the caecum as thus defined is rare, especially in 
France. Lenormant found it in only three of eighty- 
eight cases of intestinal occlusion. One of them he 
reported himself and another is the case reported 
in this article by Wilmoth. 

The third case observed by Lenormant was that 
of a woman forty-three years of age who was taken 
with acute pain throughout the right side of the 
abdomen which was associated with vomiting. The 
pain persisted until the next day when she entered 
the hospital. At examination, the hypochondrium 
and right iliac fossa were found extremely sensitive 
and there was marked muscular contraction. The 
patient had a tendency to keep the right thigh 
flexed. The pulse was rapid and strong. ‘The tem- 
perature was 38.4 degrees C. A diagnosis of acute 
appendicitis was made. 

At operation performed immediately the caecum 
and the colon were found enormously distended. 
They had a complete mesentery and showed a be- 
ginning torsion with stricture at the juncture of the 
ascending and transverse colon which prevented the 
passage of gas. In addition, there was a dense vas- 
cular layer which, coming from the lateral wall of 
the abdomen, compressed the large intestine. After 
resection of the membrane and the return of the 
cecum and ascending colon to their places, gas 
passed freely into the transverse colon. Recovery 
was uneventful. 

Wilmoth is of the opinion that the occurrence of 
cecal volvulus requires the presence of a defect in 
union and persistence of a mesentery of the caecum 
and ascending colon. Sometimes the malformation 
is more complex. Persistence of a mesentery of the 
cecum and ascending colon is quite common, but 
volvulus of the cecum is rare. Great muscular 
efforts, dietary indiscretions, especially large meals 
after a period of fasting, and intestinal fermentation 
leading to sudden distention of the caecum by gas 
have been considered causes favoring volvulus. A 
finding common to all of the three cases seen by 
Lenormant was a peritoneal band in the neighbor- 
hood of the right colic angle which required section 
before the volvulus could be untwisted and the in- 
testinal circulation could be re-established. 

Cecal volvulus requires immediate detorsion or 
resection. Detorsion suffices if the twisted intestine 
has retained its vitality and if its vessels are not 
thrombosed. Opening of the intestine is often 
necessary to empty the distended cecum which is 
ready to burst and cannot be returned to the ab- 
domen. In other cases it is done as a precaution to 
combat paralysis of the intestine and insure rapid 
evacuation of the toxic contents. Fixation of the 
untwisted intestine seems logical, but because of 
the danger associated with prolongation of the oper- 
ation it is frequently not done. When the intestine 
is gangrenous it must be resected. 
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The prognosis of cecal volvulus is unfavorable. 
In 168 cases collected by Podlaka, recovery resulted 
in only 38 per cent. When operation is performed 
late and resection is necessitated by gangrene of the 
intestine the mortality exceeds 50 per cent. 

In the discussion of this report, LECENE agreed 
with Lenormant that in cases of acute occlusion 
appendicostomy is not to be recommended, but 
that it has its advantages when drainage of the 
cecum and injections of drugs into the large in- 
testine are necessary. In a case of ameebic dysen- 
tery seen by Lecéne this procedure was followed by 
considerable improvement. PACE. 


Greensfelder, L. A., and Hiller, R. I.: Czecal 
Diverticulosis, with Special Reference to Trau- 
matic Diverticula. Surg., Gynec. & Obst., 1929, 
xlviii, 786. 

Solitary acquired diverticula of the caecum may be 
primary or secondary. Those of the secondary or 
traumatic type arise as the result of an operative 
procedure in the lower part of the abdomen on the 
right side, whereas those of the primary type arise 
independently of such manipulation. 

Primary solitary cecal diverticula are rare. The 
cause has not been determined. The authors suggest 
that it may be the persistence of the appendix which 
appears early in embryonic life but normally disap- 
pears before the true appendix develops. 

Secondary or traumatic diverticula occur more 
frequently than primary diverticula, but the paucity 
of the literature suggests that they also are uncom- 
mon. The pursestring suture used in appendectomy 
has been advanced as a cause. 

The authors report a diverticulum which bore no 
relation to the stump site of the appendix, being 
present on the anterior surface of the cacum. 

Solitary cecal diverticula may produce symptoms 
of acute or chronic appendicitis necessitating opera- 
tion. ‘Their presence should be suspected when the 
symptoms of appendicitis recur after appendectomy. 

To determine the cause of secondary cecal 
diverticula the authors made studies in 5,385 major 
operations and 4oo autopsies performed on adults. 
Two diverticula were found at operation and 2 at 
autopsy. The autopsies included 23 cases in which 
appendectomy had been performed from three days 
to twenty years before death. Serial sections were 
made from the stump sites of 13 of these cases and 
single sections were taken from most of the others. 
In addition, 18 dogs were operated upon. ‘The first 
5 were discarded. Of the remaining 13, 7 were 
operated upon by the ligature-and-drop technique 
and 6 by the pursestring method. Serial sections 
were made also of the stump sites of these 13 dogs, a 
total of approximately 1,000 sections being studied. 

From the literature and their findings the authors 
conclude that the etiological factors in the develop- 
ment of the secondary diverticula are: 

1. Eversion of the caecum between 2 constricting 
adhesive bands. 

2. Traction of a narrow adhesion. 


3. Eversion of the stump site as the result of 
weakness due to the migration of a silk pursestring. 

4. Eversion at the stump site as the result of 
weakness following rupture of a stump abscess into 
the lumen of the bowel. W. N. Rowtey, M.D. 


Evojan, S.: The Influence of Appendectomy on 
Gastric Secretion (Ueber Einfluss der Appen- 
dektomie auf die sekretorische Magentaetigkeit), 
Nov. chir. Arch., 1928, xv, 12. 

It has long been known that the appendix has an 
effect on the function of the gastro-intestinal tract. 

The author wished to determine whether appen- 
dectomy has any influence on the secretory activity 
of the stomach, and whether, if it does, this influence 
is exerted by the appendix as a whole, by certain lay- 
ers of its wall, or by the mesenteriolum. He there- 
fore examined the gastric juice before and after ap- 
pendectomy in 190 cases. ‘The examinations were 
made at ten-day intervals over a period of six months. 
The patients were males varying in age from eighteen 
to fifty-five years. One hundred and fifty-five had 
chronic appendicitis; 27, subacute appendicitis; and 
7, acute appendicitis with a plastic exudate. In too 
cases the appendectomy was performed with the 
usual ligation of the mesenteriolum and base of the 
appendix en masse. In 4o cases the peritoneal layer 
was spared, and in 35 cases the muscularis and serosa 
were spared. In 15 cases a wedge-shaped piece of the 
cecal wall was removed with the appendix. In 13 of 
156 cases of chronic appendicitis microscopic exami- 
nation showed the appendix to be normal. 

In 75 per cent of the cases the removal of a patho- 
logical or normal appendix was followed by a de- 
crease in the acidity of the gastric juice, regardless of 
whether it was high, normal, or reduced before the 
operation. Ina large number of the cases this reduc- 
tion in acidity persisted for at least six months. The 
method of operation apparently played no part in the 
change. ‘The cause of the change is to be sought in 
the removal of the mucosa as this was the only layer 
of the wall which was removed in all cases. The 
author attributes the change to the removal of the 
cells of Masson in the Lieberkuehn glands of the ap- 
pendix. It is possible that these cells have an effect 
on the secretory and motor functions of the stomach. 
This would explain why the acidity is nearly always 
increased in hyperplasia of the argentaffin cells and 
decreased after appendectomy. Auipov (Z). 


Viannay, C.: Ulceration of the External Iliac 
Artery Caused by a Drain After Operation for 
Acute Appendicitis Followed by Drainage (UI- 
cération de l’artére iliaque externe par un drain 
aprés une appendicectomie a4 chaud suivie de drain- 
age). Bull. et mém. Soc. nat. de chir., 1929, lv, 303. 

Viannay reports two cases. The first was that of 

a girl sixteen years of age who had an attack of pain 

in the right side of the abdomen with bilious vomit- 

ing which was not recognized as due to appendicitis. 

A week later the symptoms recurred and there 

was generalized peritonitis with contraction of the 
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abdominal wall. The pain and defense were most 
marked in the right iliac fossa. The patient’s 
countenance was anxious, her temperature 39 de- 
grees C., and her pulse 128. On rectal palpation the 
pouch of Douglas was found tense, fluctuating, and 
bulging into the rectum. 

When the abdomen was opened a cloudy fluid 
containing fibrinous neomembranes in suspension 
flowed out. The caecum, the walls of which were 
thick and infiltrated, was brought outside the 
wound. The appendix was short and turgescent, 
and contained a large mass of feces. Appendectomy 
was performed. A finger introduced into the wound 
to establish drainage penetrated the pouch of 
Douglas, breaking soft adhesions, and evacuated an 
purulent collection between the uterus and rectum. 
A large drain surrounded by two tents was intro- 
duced to the bottom of the pouch of Douglas. 

At first, recovery was normal, but nine days after 
the operation the wound became painful and a 
hemorrhage occurred from it. The next morning 
blood was found on the dressing, but there had been 
no further external haemorrhage. ‘The patient was 
pale, her pulse 130 and thready, and her tempera- 
ture 39.6 degrees C. The abdomen was generally 
contracted. ‘The symptoms were those of peritoneal 
infection rather than those of acute anaemia. 

At cperation the pouch of Douglas and the right 
iliac fossa were found filled with a mass of malodor- 
ous clots. When the hematoma was cleared away 
there was a jet of bright red blood from an ulcera- 
tion of the external iliac artery where it had been in 
contact with the drain. ‘The artery was ligated above 
and below the ulceration. The ‘peritoneal septi- 
cxemia continued and the patient died that night. 

The second case was that of a young girl who had 
a subacute attack of utero-adnexal infection after 
attempted abortion. When she entered the hos- 
pital two weeks later a hot abscess was found in the 
right iliac fossa, high up and apparently well en- 
cysted. The abscess was incised and a drain placed 
in the cavity. After a week of normal convalescence 
an abundant hemorrhage of bright red blood oc- 
curred as the result of the contact of the drain 
with an artery. Digital compression was used, but 
the patient died on the way to the operating room. 

Viannay believes that infection of the arterial wall 
plays as important a réle in such cases as the me- 
chanical action of the drain. To prevent the com- 
plication, Patel and Murard incise appendicular 
abscesses early, place the drains superficially, and 
surround the drains with gauze. PACE. 


Tisserand, G.: Two Hartmann Operations with 
Re-Establishment of the Continuity of the 
Intestine Performed for Rectosigmoidal Can- 
cer (Deux cas d’opération de Hartmann pour cancer 
recto-sigmoidien avec restauration de la continuité 
du tube digestif). Bull. et mém. Soc. nat. de chir., 
1929, lv, 528. 


The usual Hartmann operation requires the es- 
tablishment of a colostomy, but the suggestion has 
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been made that in some cases it might be possible 
to utilize the terminal segment of the gut and thus 
re-establish the normal course of the intestinal 
contents. Immediate anastomosis is ordinarily ex- 
tremely difficult; the author’s single attempt proved 
fatal. In two cases the following technique was 
successful: 

The tumor was first removed by the usual method 
of Hartmann. A rubber tube with a diameter about 
that of the thumb and 30 cm. long was inserted into 
the proximal end of the sigmoid for a distance of 
ro cm. and fixed by a continuous catgut suture. 
The suture line was painted with tincture of iodine 
and an assistant drew the tube into the rectum by 
means of a long clamp introduced through the anus. 
The sigmoid was invaginated into the rectum about 
1 cm. and sutured. ‘The tube was then further in- 
vaginated by traction and sutured a second time. 
Iodoform gauze strips were placed at the sides of 
the anastomosis and brought out through the ab- 
dominal wound. ‘The pelvis was peritonized as ac- 
curately as possible. If the tube was not expelled 
it was removed on the tenth day. 

Both of the author’s patients upon whom this 
operation was performed were women. In each case 
a preliminary supravaginal hysterectomy was done. 
The results were excellent, the bowel functioning 
normally and the patients being still well to date, 
eighteen and twenty-six months after the operation. 

In the discussion of this article ScHwARtz stated 
that the operation performed was not that of Hart- 
mann but a much less radical procedure already 
used in a few rare cases by Quénu, Lecéne, and 
Tixier. ALBERT F. Dr Groat, M.D. 


Kuettner, R.: Cancer of the Rectum and Its Sur- 
gical Treatment on the Basis of 1,300 Cases 
(Der Mastdarmkrebs und seine chirurgische Be- 
handlung auf Grund von 1,300 Faellen). Med. Klin., 
1929, 1, 4- 

For the early diagnosis of cancer of the rectum, 
a careful digital examination is essential. The author 
reviews 480 radical operations for this condition 
with 108 deaths, a mortality of 22.5 per cent. In 
the last seven years the mortality has been only 
17.3 per cent. Amputation of the rectum was done 
in 192 cases with 51 deaths, a mortality of 56.5 per 
cent; resection of the rectum in 175 cases with 34 
deaths, a mortality of.19.4 per cent; invagination in 
4 cases with 1 death, a mortality of 25 per cent; 
and resection with displacement of the rectum by 
Kuettner’s method in 85 cases with 16 deaths, a 
mortality of 18.8 per cent. The abdominosacral 
operation was performed only in exceptional cases; 
seven amputations were done with 2 deaths, and 
6 resections with 4 deaths. The combined procedure 
has been abandoned by Kuettner. 

Of the patients operated upon radically, 46.5 per 
cent survived the operation longer than three years 
and 32 per cent survived it longer than five years. 
Recurrence was not observed later than ten years. 
In the cases in which resection with displacement 
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was done a three-year cure was obtained in 46 per 
cent and a five-year cure in 42 per cent. Of the 
patients who died later, a large percentage suc- 
cumbed to other diseases. A. W. Fiscuer (Z). 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Thorlakson, P. H. T., and Hay, A. W. S.: Rupture 
of the Liver. Canadian M. Ass. J., 1929, XX, 593- 


The authors call attention to the rarity of rupture 
of the liver, stating that there were but 11 cases in 
200,000 admissions over a period of twenty years. 
Early surgical treatment is important. For each 
hour’s delay the chances of recovery are diminished 
by from 2 to 5 per cent. After seventy-two hours 
operation is usually contra-indicated. 

The chief clinical features of rupture of the liver 
are due to free hemorrhage into the peritoneal 
cavity. The patient becomes pale and weak as the 
bleeding continues and later is restless and dyspneeic. 
The pulse becomes more frequent and more com- 
pressible, and the blood pressure falls. There may or 
may not be shifting dullness in the abdomen. Severe 
pain in the upper part of the abdomen on the right 
side, tenderness, and muscular rigidity are invariably 
present. ‘he temperature is subnormal for the first 
few hours and then gradually rises if the patient 
reacts at all favorably. Blood examination at 
intervals shows a progressive decline in the red cells 
and hemoglobin, but an increase in the number of 
leucocytes. 

The condition is produced most commonly by a 
fall, a blow on the upper part of the abdomen, or 
crushing of the trunk between two hard bodies. In 
the diagnosis it is necessary to determine first 
whether the patient is suffering from shock alone or 
shock with internal injuries. Routine full blood 
examinations are therefore necessary. ‘The pos- 
sibility of rupture of other visci such as the stomach, 
bladder, kidney, and spleen must be considered. 

In a series of surgically treated cases which are 
reviewed, the mortality was 37.5 per cent. The chief 
factors responsible for the high rate were complicat- 
ing injuries and the length of time that elapsed be- 
tween the injury and the operation. 

In discussing the treatment of rupture of the liver, 
the authors emphasize the importance of the pre- 
operative period of observation. For exposure of the 
liver they recommend a transverse incision. Hamor- 
thage is best controlled by packing or the use of the 
cautery. Harry W, Fink,M.D. 


Paitre: Associated Wounds of the Liver, Stomach, 
Pancreas, Duodenojejunal Angle, and Sig- 
moid from Revolver Bullets; Laparotomy; 
Cure (Plaies associées du foie, de l’estomac, du 
pancréas, de l’angle duodéno-jéjunal et de I’S iliaque 
par balles de revolver; laparotomie; guérison). 
Bull, et mém, Soc. nat. de chir., 1929, lv, 502. 


A man was brought to the hospital eighteen hours 
after having been wounded twice by revolver bul- 


523 


lets. Although he had been vomiting incessantly, his 
general condition was not unfavorable. 

Operation revealed a large quantity of ‘blood in 
the peritoneal cavity, a slight wound of the liver, 
a penetrating wound of the stomach, a transverse 
furrow of the pancreas, and a double penetrating 
wound of the duodenojejunal angle and the sigmoid. 
The intestines were hyperemic, but there was no 
exudate. The wounds of the large intestine, while 
punctiform, allowed the escape of liquid and gas. 
The wound of the pancreas was not sutured as it 
caused little loss of blood. Following closure of the 
perforations of the stomach and intestines the ab- 
domen was sutured in one layer without drainage. 
Recovery was uneventful except for the develop- 
ment of a hernia. Eventually the hernia was re- 
paired. 

In the discussion of this case the author calls at- 
tention to the absence of peritonitis after the mul- 
tiple intra-abdominal wounds and delay of operation. 
Opportunity was afforded to observe the réle of 
the mucous membrane plug in the intestinal per- 
forations. The herniated mucosa offered little or 
no opposition to the escape of the intestinal contents. 
In agreement with war experience with pancreatic 
wounds of the same type, the injury of the pancreas 
produced no complications. 

ALBERT F., De Groat, M.D. 


Lacaze, H., and Melnotte, P.: Hepatic Ameebiasis 
and Its Treatment (L’amibiase hépatique et son 
traitement). Rev. de chir., Par., 1928, xlvii, 709. 

This report is based on a study of amoebiasis of the 
liver extending over a period of fourteen years, 
during which time the authors performed 252 oper- 
ations for the condition. The authors’ fields of ob- 
servation included Macedonia, the Mediterranean 
coast of Africa, the Ivory Coast, and various points 
in Europe, particularly Bordeaux where numbers of 
colonial troops are repatriated. 

Amcocebiasis is no longer an exotic disease in I'rance 
and fears are expressed that it will become firmly 
established in the country. ‘These fears the authors 
believe are groundless because amoebic infections 
flourish only where elementary hygiene is completely 
lacking. The hepatic form will never be prevalent 
except where the liver receives additional insults 
such as are rarely experienced outside the tropics. 

The history of amcebic abscess of the liver goes 
back to the earliest times, but among the first to 
recognize its connection with dysentery was 
Dutroulau, a physician in the French navy. The 
amoebe were first demonstrated in a hepatic abscess 
by Kartulis in 1887. ‘These observations applied 
only to the large tropical abscesses, the form to 
which treatment, essentially surgical, was for a long 
time limited. With the work of Rogers (1907-12), 
the clinical study broadened, and with the introduc- 
tion of emetine the treatment became essentially 
medical. ‘Today, with recognition of the milder 
forms of hepatitis, the treatment has become medico- 
surgical, 
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The true frequency of liver involvement in relation 
to intestinal infections is unknown because many 
carriers of amoeba are without symptoms. However, 
among 5,000 cases of dysentery the authors demon- 
strated liver involvement (by puncture) in 95 (1.9 
per cent). 

Larval forms of dysentery are found to be followed 
by amoebic abscess as frequently as is acute dysen- 
tery. In fact, the history of an acute attack is rather 
infrequent. Acute dysentery may be followed by 
liver complications in a few days or after as long as 
thirty years. Even if the intestinal infections that 
pass unrecognized are taken into consideration, liver 
involvement cannot be considered frequent. 

Localization in the liver seems to demand pre- 
disposing conditions such as the fatigue of a cam- 
paign (in the Riff war and in 1917 many cases 
appeared in the same units), local damage to the 
liver by intestinal parasites, debilitating disease, 
bacillary dysentery, etc. 

The amecebe are generally believed to reach the 
liver through the portal circulation, but as they have 
been demonstrated in the bile tract and the duo- 
denum the biliary route must also be considered. 

The suppuration in the liver has been ascribed to 
secondary infection, but the authors’ studies show 
that this is not essential. 

The hepatic lesions that precede the formation of 
an abscess are: 

1. A larval form of hepatitis manifested simply by 
digestive disorders. The disease may not progress 
beyond this stage. 

2. A diffuse hepatitis that may become chronic 
and evolve toward an ameebic cirrhosis or multiple 
foci of suppuration. At this stage the disease is 
amenable to medical treatment. When suppuration 
has once occurred the lesions become surgical. 

In all of the suppurative forms liver tenderness is 
present and a characteristic pus is obtained on 
puncture. ‘The liver tenderness is usually very 
definitely localized and is revealed by palpation over 
the entire area of liver dullness. Aspiration at the 
point of tenderness is a valuable procedure: In the 
authors’ cases it has never been followed by a serious 
accident. In general no puncture should be made 
below the costal margin. At the moment that the 
needle is introduced the patient should hold his 
breath. The pus may have a characteristic chocolate 
aspect or may be frankly bloody. It contains lumps 
of disintegrating liver tissue. The chocolate pus 
rarely contains ameebzx. In the bloody or “crushed 
gooseberry” pus, mobile amoebx are numerous. En- 
cysted forms are never found. 

The symptoms of acute suppurative hepatitis are 
a high oscillating fever, sweats, chills, and a rapid 
loss of weight. The local symptoms include sponta- 
r-ous pain over the liver and very often in the 
shoulder. The liver dullness is increased in extent, 
but fluctuation and oedema of the parietes are never 
observed except in the most advanced cases. Rigid- 
ity of the abdominal wall is common and may lead to 
confusion of the condition with appendicitis. Dull- 
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ness, a pleural rub, and distant breath sounds are 
rather constant and may center attention on the 
lungs. Fluid, when present in the pleural cavity, 
never exceeds a few cubic centimeters. On X-ray 
examination, deformity of the arch or general eleva- 
tion of the diaphragm is occasionally observed. ‘The 
costodiaphragmatic angle opens poorly in more than 
half of the cases, but there are never any signs of 
fluid. The portion of the diaphragm overlying the 
abscess may be immobilized. 

Laboratory study is of considerable importance. 
The finding of amocbz in the feces is of the greatest 
value in clinching the diagnosis. The blood shows a 
marked polymorphonuclear leucocytosis (20,000 to 
25,000), absence of eosinophiles, and secondary 
anemia. Because of the presence of other intestinal 
parasites, the absence of eosinophiles is not constant. 

From observations made at operation, the authors 
conclude that in all cases the lesion is nodular at 
first and the massive abscesses are formed by the 
coalescence of discrete areas of softening. If the 
defenses are adequate, the process is arrested in the 
initial stage and a chronic hepatitis results. 

In subacute suppurative hepatitis the fever is 
irregular and the anemia and cachexia are very 
marked. The patient has a “potato tint.” The area 
of liver dullness may not be very great. A pleural 
reaction giving roentgen signs is quite constant. The 
leucocytosis is higher than in the acute form, but 
falls if acute exacerbation develops. 

At operation the abscesses are found limited by a 
pyogenic membrane. Amocbe can be demonstrated 
in the wall of the abscess, but rarely in the pus. 
Adhesions are more in evidence, and in many cases 
migration of the pus has occurred (pleurisy, sub- 
diaphragmatic abscess, etc.). 

In chronic suppurative hepatitis the patient is 
ambulatory. Fever is often absent and the general 
signs are limited to loss of weight, anamia, and 
asthenia. The liver is frequently of normal size, and 
the local tenderness is slight. A pleural reaction is 
constant and often dominates the clinical picture. 
The leucocytosis may reach 50,000 with the poly- 
morphonuclears relatively low (56 per cent). At 
operation the abscess is found to have a fibrous wall. 
The pus may be inspissated or even calcified. Migra- 
tion of the pus occurs as in the other forms, but the 
abscess has a strong tendency to open externally. 
Many natives of Morocco present a cicatrix in the 
right hypochondrium which represents the point of 
discharge of a liver abscess. 

Cases of suppurative hepatitis present a variety of 
clinical aspects. The acute form with marked general 
symptoms must be distinguished from typhoid fever, 
malaria, recurrent fever, undulant fever, endocarditis, 
epidemic meningitis, and yellow fever. Meningeal 
symptoms are not rare. The differentiation of these 
conditions is made by the usual special diagnostic 
procedures. 

The chronic cases with general symptoms may 
present the picture of tuberculosis’ with loss of 
weight, night sweats, a cough, and pleural effusion. 
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Only a careful exploration of the liver will prevent an 
error in the diagnosis. In some cases there may be a 
simple cachexia suggesting malignant disease. 

In another group of cases the local symptoms 
predominate. When acute, the hepatic symptoms 
may suggest the congestion of malaria, suppurative 
hydatid cyst, or cholecystitis. 

Chronic ameebic infection of the liver is easily con- 
fused with other diseases of this organ. Sometimes a 
differential diagnosis seems impossible as even the 
therapeutic test with emetine fails to give clear 
results. The leucocytosis may be suggestive. 

Gastric symptoms often predominate, and loss of 
weight, epigastric pain, vomiting, melewna, and a 
subicteric tinge strongly suggest an ulcer or a cancer 
of the stomach. The gastric form is usually asso- 
ciated with an abscess of the left lobe of the liver. 

An amcebic abscess may simulate acute or chronic 
appendicitis and may be recognized only at opera- 
tion. Again, amoebic infection may cause a true 
appendicitis of great severity demanding early oper- 
ation. 

Rupture of an ameebic abscess into the general 
peritoneal cavity produces the chain of symptoms 
associated with perforated gastric or typhoid ulcer, 
ruptured pyosalpinx, etc. 

It is universally agreed that emetine must be given 
in all cases. In the non-suppurative forms of amoebic 
hepatitis treatment with emetine is curative, but 
when suppuration has occurred the pus must be dealt 
with according to established surgical principles. 

With regard to surgical treatment the authors 
state that the frequent difficulty of making an abso- 
lute diagnosis (negative punctures, etc.) justifies 
operation on the basis of the general aspects of the 
cases. Multiple abscesses by their frequency demand 
an operation permitting careful exploration of the 
liver. Emetine alone or combined with aspiration 
fails in the suppurative forms of the disease. 

The type of anesthesia under which the operation 
is done is of little importance. The incision should be 
large enough to expose the area of liver tenderness. 
It may be thoracic, abdominal, orabdominothoracic. 
When no adhesions are present, pneumothorax 
can be reduced to the minimum by alternately cut- 
ting and suturing, thus keeping the parietal pleura 
and diaphragm in contact. Abscesses are simply 
opened, drains then being inserted. Curettage or 
lavage should never be employed. When an abscess 
is very large, it must be evacuated slowly. If pos- 
sible, adhesions should be utilized to protect the 
general peritoneal cavity. The authors make a 
practice of opening the peritoneum only at the lower 
angle of the incision and exploring with the finger. If 
adhesions are present they close the peritoneum and 
open the abscess extraperitoneally through the 
adhesions, 

Occasionally the liver will be found simply con- 
gested. In such cases the capsule should be incised to 
relieve the compression. ‘This procedure is followed 
by relief of the pain and a fall in the temperature. 
Years ago Jaboulay noted the marked relief afforded 


by simple puncture of the liver, but was unable to 
explain it. 

After successful medicosurgical treatment of 
amoebic abscess there is a strong tendency toward 
relapse and emetine must be administered over a 
long period. In addition, the patient must be sent to 
an uninfected region, the diet closely supervised, and 
the use of alcohol absolutely forbidden. 

General prophylaxis by the usual sanitary meas- 
ures is impracticable. In spite of all precautions, 
persons living in countries where ameebiasis is 
endemic become infected. Even if it were possible to 
eliminate all other sources of infection there would 
still remain dust which plays an important role in the 
spread of the disease. The only prophylaxis consists 
in the early recognition of amoebic dysentery and its 
thorough treatment with emetine. 

The article ends with the histories of thirty cases 
and an extensive bibliography. 

ALBERT F’, DE Groat, M.D. 


Paterni, L.: Primary Carcinoma of the Liver with 
Metastasis in the Spleen (Carcinoma primario 
del fegato con metastasi splenica). Policlin., Rome, 
1929, XXXvi, sez. med. 125. 


The patient whose case is reported was a man 
sixty years of age who began to have symptoms only 
about forty days before his death. He was in the 
hospital for only thirty days. The chief symptom 
was diffuse and almost continuous pain over the 
right epigastrium and hypochondrium irradiating to 
the base of the thorax and the right shoulder. This 
pain sometimes increased after eating, and was par- 
ticularly severe at night. Occasionally vomiting 
occurred, Soon after his admission to the hospital 
the patient began to have oedema of the legs and 
ankles, and abdominal effusion developed and in- 
creased rapidly. Puncture evacuated a clear fluid 
with a negative Rivalta reaction. Most of the time 
the temperature was normal. The urine was scanty, 
and as the icterus increased it contained increasing 
amounts of bile pigment. ‘The spleen was never 
palpable. The liver did not increase greatly in size. 
The patient died in a condition of profound asthenia 
without terminal coma or hemorrhage. Autopsy 
revealed a nodular carcinoma of the liver without 
cirrhosis. 

The nodular form of primary carcinoma of the 
liver is the rarest type and almost always is asso- 
ciated with cirrhosis. Accordingly, the tumor in 
this case was very unusual. ‘The nodules were chiefly 
on the lower surface of the liver. ‘They were found 
not only on the two chief lobes but also on the 
quadrate lobe and the lobe of Spigelius. They 
showed no tendency toward umbilication. ‘The 
tumor was of the form generally called a hepatoma. 
The cells were large and had hyperchromic nuclei 
of various forms and sizes arranged much like the 
liver cells. ‘The tumor had very little stroma and 
many capillaries. ‘The metastasis in the spleen 
showed much the same picture except that the 
stroma was more abundant, probably because of 
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greater resistance of the organ to invasion by the 
tumor. Splenic metastasis of primary carcinoma of 
the liver is extremely rare. 

Auprey G. Morcan, M.D. 


Martin, W.: The Spread of Bacteria from the Gall 
Bladder to the Liver. Ann. Surg., 1929, XC, 47. 


This article is based on the findings of examination 
of small pieces of the liver excised near the gall- 
bladder bed at the time of operation in cases of well- 
marked cholecystitis and cholelithiasis without ob- 
struction of the common duct. In twenty-seven 
specimens, all of which were taken within a few 
days after an acute attack, an attempt was made to 
culture any organisms present by two methods. 
One fragment of liver was allowed to autolyze in the 
presence of moisture, while another was dropped 
into a tube containing Rosenow’s medium. After 
incubation for twenty-four hours, smears were ob- 
tained and aérobic and anaérobic cultures were made 
on blood agar and Huntoon’s medium and dexterin 
broth. These examinations were repeated at the end 
of forty-eight hours and seventy-two hours. 

In 77 per cent of the cases it was impossible to 
culture bacteria from the liver tissue. In six cases 
bacteria were found in the fragment of liver ex- 
amined, but in three of these they were few in num- 
ber and difficult to grow as if of low vitality. In two 
smears of the autolyzed liver gram-positive cocci, 
probably enterococci, were found. ‘Two others 
yielded gram-negative bacilli of the colon group. 
Of the three successful cultures, one showed a gram- 
positive diphtheroid bacillus; another, staphylo- 
cocci; and the third a growth of colon bacilli. 

WILbur Bartey, M.D. 


Pool, E. H.: Reconstruction of the Common Duct: 
A New Procedure. Ann. Surg., 1929, xc, 132. 


In cases of stenosis of the common duct the common 
and hepatic ducts above the obstruction are enor- 
mously dilated, forming a true bile reservoir, the duo- 
denum is usually high and close to the liver and the 
dilated duct above the stricture. The structures are 
buried and united in a mass of solid adhesions. 

In two cases of this character the author used a 
new technique instead of the usual extensive dis- 
section of adhesions followed by anastomosis. The 
duodenum was identified, but not dissected free, and 
in the first portion, 1 in. from the pylorus, a trans- 
verse incision was made. A small aspirating needle 
was then introduced into the upper wall of the duo- 
denum through the incision, and blood was ob- 
tained, presumably from the portal vein. The needle 
was then passed upward and slightly outward and 
bile was obtained. In the case in which a successful 
result was obtained this opening was further en- 
larged by a grooved director followed by an artery 
clamp. A small piece of catheter was fixed with a 
single catgut suture in the opening. This was passed 
per rectum on the eighth day. 

In the future the author will use a tube with 
enlarged ends which would prevent it from working 
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back into the bile reservoir or passing into the duo- 
denum too quickly. In his first case, in which a 
smaller opening was made, the anastomosis con- 
tracted, but his second patient is now in good con- 
dition three months after the operation. 

Wirevr Bartey, M.D. 


Bouet, O.: A New Method of Obtaining Pancreatic 
Juice for Experimental Studies (Nouvelle 
méthod pour se procurer du suc pancréatique par des 
recherches expérimentales). Lyon chir., 1929, xxvi, 
28. 


Because of the difficulty of obtaining pancreatic 
juice under physiological conditions, numerous 
questions concerning the digestive function of the 
pancreas remain unanswered. To overcome the 
various disadvantages inherent in the methods 
hitherto employed the author has devised a cannula 
through which, in experiments on dogs, the secre- 
tion may be collected without disturbing the course 
of digestion. 

The cannula is a large metal tube which is planted 
in the duodenum opposite the distal pancreatic 
duct (the principal one in dogs). Each end of the 
tube is fitted with a balloon similar to a pneumatic 
tire. By inflation of the balloons the segment of the 
duodenum opposite the duct is isolated. The chyme 
then passes unimpeded through the tube and the 
secretions collect about it and are drawn off to the 
exterior by another tube attached at right angles 
to the first one. The apparatus has the general ap- 
pearance of a large T tube. It is shown in illustra- 
tions. ALBert F, DE Groat, M.D. 


Paitre and Courboulés: Complete Traumatic Rup- 
ture of the Isthmus of the Pancreas Followed 
by a Pseudocyst and a Fistula (Rupture trau- 
matique totale de l’isthme du pancréas; pseudokyste 
et fistula pancréatique consécutif). Bull. et mém. 
Soc. nat. de chir., 1929, lv, 494. 


The case reported was that of a soldier who was 
crushed between two tanks. When the patient was 
brought to the hospital he was in shock, but there 
were no signs indicating the necessity for operation. 
He complained of pain in the lumbar portion of the 
spine, and palpation revealed abdominal tenderness 
which was most marked in the epigastrium. Al- 
though the temperature rose to 102.2 degrees F. on 
the third day and remained at that level until the 
sixth day, the general condition gradually improved. 
At the end of a week a smooth mass appeared in the 
epigastrium and gradually increased in size. X-ray 
examination showed the stomach pressed forward 
and upward against the anterior abdominal wall. 
Laparotomy was performed on the fifteenth day 
following a diagnosis of hamatoma of the lesser 
peritoneal cavity or pseudo-cyst of the pancreas. 
The patient was then in excellent condition, but had 
lost considerable weight. A median incision above 
the umbilicus disclosed a mass of gelatinous tissue 
composed of the peritoneum, subperitoneal fat, and 
great omentum. Aspiration revealed beneath this a 
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collection of clear fluid. Because of the alteration of 
the tissues the way could not be found through the 
gastrocolic ligament and a breach was made through 
the lesseromentum. ‘The pancreas was found within 
a large pouch which was opened. It was completely 
divided through the body with exposure of the aorta. 
A Mikulicz drain was placed in the pouch. 

The postoperative course was uneventful. ‘The 
drain was removed gradually from the eighth to the 
twelfth day and replaced by a No. 24 Nélaton 
catheter. ‘The wound healed completely in twenty- 
five days, and at no time did the borders show signs 
of autodigestion. For a time there was a discharge of 
a clear sterile fluid. This fluid was collected and 
studied. 

MAISONNET, in presenting this case report before 
the Society, commented on pancreatic injuries and 
their sequela as follows: 

To be unassociated with other abdominal lesions a 
rupture of the pancreas must be produced by a very 
localized blow. ‘The severity of the fistula, if one 
develops, is not always in proportion to the severity 
of the pancreatic injury. When the rupture is com- 
plete, the duct of Wirsung is severed. A persistent 
fistula may therefore be expected, but, as shown by 
the case herewith reported, does not always occur. 

The formation of a cyst demands a certain period 
of time and must necessarily be the result of the 
rupture of a duct of some size. In injuries caused by 
projectiles there is seldom an escape of pancreatic 
fluid because the ducts are not apt to be seriously 
involved. A rapid loss of weight in these cases is 
characteristic even in the absence of glycosuria. 

Suture of the pancreas is possible only when the 
operation is performed immediately. Later, drainage 
of the cyst alone is feasible. In about half of the 
cases in which only drainage of the cyst is done a 
fistula develops, but it usually closes spontaneously. 
When it persists, a cure may be obtained by anas- 
tomosing the tract with the stomach. 

The maximum twenty-four-hour output of pan- 
creatic juice may reach 800 c.cm. ‘The amount is 
generally greater after an immediate operation than 
after the drainage of a cyst. 

The rhythm of the secretion varies with the loca 
tion and the nature of the lesion. In one case the 
quantity increased after meals and ceased during 
sleep. In another case there was no variation. 

The pancreatic juice has been found acid at one 
time and alkaline at another. It is believed that the 
acidity is due to a backflow of duodenal contents 
into Wirsung’s duct. This view is based on the fact 
that the secretion sometimes has a green tint and 
possesses proteolytic power. 

ALBert I’, Dr Groat, M.D. 


Seelig and Gohrbandt: Surgical Treatment of Dia- 
betes (Chirurgische Behandlung der Zuckerkrank- 
heit). 53 Tag. d. deutsch. Ges. f. Chir., Berlin, 1929. 

Seelig reported experimental studies on dogs in 
which it was found that ligation of Stenson’s ducts 
led to changes in the blood-sugar level. Experi- 


mental diabetes produced by total extirpation of the 
pancreas and Sandmeyer diabetes were not affected 
by the ligation. In the several clinical cases of dia- 
betes it was possible, by ligating the parotid ducts, 
to reduce the required insulin dosage and to keep 
the patient sugar free for some time. In other cases 
total failure was recorded. The purpose of Seelig’s 
report is not to advocate ligation of Stenson’s ducts 
as a general procedure in diabetes, but to stimulate 
interest in the reciprocal action of the parotid and 
pancreas, 

Gohrbandt described the technique of the opera- 
tion. He cuts around the site of opening of the duct 
into the mouth, draws the duct forward, and then 
resects and ligates it. ‘The operation is followed by 
swelling of the face, but this subsides in a few days. 
Gohrbandt has performed it in eighteen cases. In 
twelve, permanent obstruction of the ducts resulted. 
In six, the ducts opened up again. Gohrbandt con- 
siders it possible that accessory ducts were present 
and began to function. 

In the discussion of this report, SCHOENBAUER 
(Vienna) called attention to the fact that diabetes 
induced artificially in the dog can be cured by 
adrenalectomy. He stated that in his opinion the 
operation acts by excluding the sympathetic nerve 
trunks. The most important sympathetic nerve 
trunks coming into consideration run in the hepato- 
duodenal ligament. Schoenbauer found that after 
division of this ligament the blood-sugar level which 
had risen to 180 mgm. per 100 c.cm. fell to 80 c¢.cm. 
Later it rose to 120 mgm. ‘The operation influenced 
also the course of artificial diabetes, but its effect 
persisted for only a short time. STETTINER (Z). 


Newton, A.: A Case of Successful End-to-End 
Suture of the Pancreas. Surg., Gynec. & Obst, 
1929, xlvili, 808. 

The case reported was that of a farmer thirty 
years of age who sustained an injury of the upper 
part of the abdomen by being thrust violently 
against a fence by a pony. Operation for “ruptured 
abdominal viscus”’ was performed twenty-four hours 
later. When the lesser sac was opened, complete 
division of the pancreas through the neck was dis- 
covered. The lesser sac contained blood, and there 
were two patches of fat necrosis near the foramen of 
Winslow. Repair was effected by suturing a strip of 
omentum 2 in. wide to the posterior edge of the 
gland and encircling the tear with it. ‘Two sutures 
were placed in the vicinity of the duct which could 
not be identified, and interrupted chromic sutures 
were placed anteriorly and posteriorly to bring the 
resected ends of the pancreas together. The strip of 
omentum was then brought anteriorly and sutured 
over the anastomosis. 

Ten days later the lesser sac filled with fluid. A 
month after the operation this cyst was drained of 
2 pts. of clear fluid, the walls of the cyst were sutured 
to the parietal peritoneum, and a drainage tube was 
inserted. Palpation revealed good union at the site 
of anastomosis of the pancreas. Convalescence was 
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uneventful, and the patient has had no symptoms of 
pancreatic dysfunction since the operation. 
STANLEY H. Mentzer, M.D. 


MISCELLANEOUS 


Coffey, R. C.: The Quarantine in Abdominal Sur- 

gery. Am. J. Surg., 1929, Vi, 593- 

sy the phrase “quarantine in abdominal surgery ” 
the author means the exclusion of a portion of the 
abdominal cavity in order to decrease peritoneal 
absorption leading to morbidity. His quarantine is 
a modification of that first advocated by Mikulicz. 
Coffey attributes the present-day tendency to dis- 
continue drainage of the peritoneal cavity to the 
formation of adhesions resulting from the contact 
of gauze drains with the intestines. He believes that, 
except in rare emergencies, gauze drainage should 
never come in contact with the intestine or omentum. 

Cofley’s drain is constructed of twelve wicks of 
gauze surrounded by four thicknesses of rubber 
tissue. ‘he lower end is so arranged that the wicks 
are spread out in the shape of a fan and surround 
the area to be quarantined. The rubber tissue is 
sterilized first in a 1:1,000 solution of bichloride of 
mercury for twelve hours and then in the autoclave 
or by boiling. ‘The wicks are removed, one at a 
time, one week after their introduction. The author 
prefers to remove them under light nitrous oxide 
anwsthesia. A week after the removal of the wicks 
the sheets of rubber tissue are removed easily. 

The general indications for the use of quarantine 
in abdominal surgery are: (1) infected organs which 
tend to produce peritonitis by contact or discharge 
but are not to be removed; (2) intra-abdominal 
abscess so located that the wall of the abscess is ex- 
posed to the intra-abdominal viscera and on the 
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establishment of drainage the discharge must be 
conducted across the free peritoneal cavity; (3) an 
open viscus which, because of the presence of infec- 
tion or some other factor, cannot be closed; and 
(4) large denuded bleeding or infected areas which 
cannot be covered with peritoneum. 

Specific indications are: 

1. Pelvic accumulations of pus. 

2. Septic infection following miscarriages and 
criminal abortions. 

3. Acute gonorrhoeal salpingitis in the early 
stages. 

4. Extensive pelvic adhesions which must be kept 
from becoming adherent to the pelvic organs. 

5. Postoperative ileus in which the pelvic organs 
have become adherent to the intestine. 

6. Appendiceal abscess which must be drained 
through the general peritoneal cavity. 

7. A gangrenous gall bladder. 

8. Operations on the common duct in cases in 
which there is pus in the field or in the duct. 

g. Cases in which a septic gall bladder has been 
removed, and those in which measures must be 
taken to prevent the re-formation of adhesions 
around the gall-bladder bed. 

10. Acute pancreatitis and rupture of the pan- 
creas. 

11. Cases in which the intestines are delivered 
through the abdomen to be resected according to 
the technique of the Mikulicz operation. 

12. Cases in which the intestine must be protected 
from radium placed in the abdomen for the treat- 
ment of inoperable carcinoma. 

13. Cases in which resection of the colon is done 
as outlined by the author. 

14. Cases in which the ureters are transplanted 
into the rectum. ALTON OcusNEeR, M.D. 
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Smith, G. Van S., Graves, W. P., and Pemberton, 
F. A.: Procidentia. A Study of 683 Cases 
Treated between 1875 and 1928 at the Free 
Hospital for Women, Brookline, Massachusetts. 
Am. J. Obst. & Gynec., 1929, xvii, 669. 

Six hundred and eighty-three cases of marked 
uterine prolapse have been studied from many 
angles with special regard to the type of operative 
treatment yielding the best end-results. 

The family histories of the patients of this series 
were not remarkable, the incidence of tuberculosis 
being 7.6 per cent and that of malignant disease, 6.7 
per cent. The patients’ own histories covered a wide 
range of infectious diseases and operations, of which 
a complete summary is not presented. A history of 
vaginal repair operation was given by 9.9 per cent of 
the women, a history of operation for suspension of 
the uterus by 3.3 per cent, and a history of previous 
operation for procidentia (not at this clinic) by 2.6 
per cent. 

Twenty-six patients had never been pregnant. Of 
these, nineteen were unmarried. ‘The average num- 
ber of children borne by the married women was 
3.92. 

Symptoms of procidentia did not begin until after 
the menopause in 27.3 per cent. Of the others, 20.9 
per cent had some menstrual abnormality, but in no 
instance was this a major symptom. 

Forty-five and three-tenths of the patients had 
had normal deliveries and 54.7 per cent had had 
from 1 to 9 instrumental deliveries. Seven patients 
had had 1 breech delivery and 4 had given birth to 
twins. Only 2 gave a history of toxemia and only 1a 
history of placenta previa. In 152 cases (23.2 per 
cent) the symptoms of procidentia began from two 
weeks to forty-five years after the first labor. In 48 
per cent, they began from one month to three years 
after the preceding labor; in 16.6 per cent, from three 
to ten years later; and in 35 per cent, from ten to 
forty-five years later. 

Functional incontinence of urine, usually not 
marked, was complained of by 31.3 per cent of 
patients. 

That procidentia does not cause serious discomfort 
is indicated by the fact that 72.5 per cent of the 
patients had had symptoms longer than two years, 
and 41.2 per cent had tolerated the condition for 
from five to thirty-eight years before seeking treat- 
ment. 

The procidentia was complete in 14.6 per cent of 
cases. Eighty patients (11.7 per cent) received no 
operative treatment. 

In cases in which the incomplete plastic operation 
and abdominal suspension were performed, an 


anatomical cure was obtained in about 70 per cent 
and a symptomatic cure in about 75 per cent. Of 
those in which the complete plastic operation and 
abdominal suspension were performed an anatomical 
cure was obtained in about 80 per cent and a symp- 
tomatic cure in about 84 per cent. When complete 
operations were performed there was no marked 
difference in the results whether a simple Olshausen 
suspension, a ventrofixation, a simple supravaginal 
hysterectomy, or a hysterectomy with fixation of 
the cervical stump was done, but hysterectomy 
with cervical stump suspension seemed to be the best 
procedure. Complete recurrences developed in from 
3 to 6 per cent of the cases and partial recurrences 
in about 15 per cent. Of the cases in which 2, 3, 
or 4 operations were performed, a final cure was 
obtained in 69.2 per cent. 

The operative mortality was 2.28 per cent. The 
patients who died were, on the average, eight to ten 
years older than the series as a whole. 

Despite apparently predisposing factors, only 1 
patient had a carcinoma of the cervix. Nine pa- 
tients in all (1.31 per cent) are known to have had 
malignant disease. Of these, only 3 had malignant 
pelvic disease. Good pelvic drainage with absence of 
retained, chemically changed, irritating secretions 
seems to be the most plausible explanation for the 
low incidence of cancer among these women of the 
cancer age. Gross chronic pelvic inflammation was 
found in only 1.57 per cent of the 572 patients who 
had an abdominal operation. Chronic salpingitis 
was diagnosed microscopically in 18.1 per cent of the 
cases. In no instance was tuberculous salpingitis or 
salpingitis isthmica nodosa discovered. Benign 
ovarian tumors were found in 33 patients. Fourteen 
of the women became pregnant from 1 to 3 times 
after the operation. ‘Twelve of the pregnancies 
resulted in the birth of an infant at term. Three 
ended in miscarriage and 4 in abortion. Pregnancy 
after operation resulted in complete recurrences in 
58.3 per cent. Two women underwent cesarean 
section with a successful outcome. 

E. L. Cornett, M.D. 


Shaw, W.: Irregular Uterine Hamorrhage. J. 
Obst. & Gynec. Brit. Emp., 1929, Xxxvi, I. 


Two hundred cases of irregular uterine hamor- 
rhage of the type usually classified with cases of 
chronic endometritis, chronic metritis, fibrosis uteri, 
delayed subinvolution, menopausal hemorrhage, or 
climacteric bleeding were studied histologically to 
determine a basis for an etiological classification. 
This necessitated consideration of the work of 
Hitschman and Adler on the normal cyclic changes of 
the endometrium, Schroeder’s description of the 
relationship between the ovarian and uterine cyclic 
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changes, Shaw’s description of the changes in 
metritis, and of Goodall’s description of the changes 
of the blood vessels in involution. 

The findings indicate that only a few cases of 
irregular uterine hemorrhage can be attributed to 
infections of the endometrium. ‘The diagnosis of 
such infections is suggested by the clinical history 
and the physical examination and is confirmel by 
examination of the curettings. Acute endometritis 
is commonly found after abortions and delivery. As 
it usually heals spontaneously, chronic endometritis 
is relatively rare. In the series of cases reviewed, 
infiltration of plasma cells and the other chronic 
changes of inflammation described by Schroeder 
were found in only 13 (6.5 per cent). The term 
“chronic endometritis” should be limited to cases 
with definite clinical or histological evidence of an 
infection of the endometrium. The majority of 
irregular uterine hemorrhages have no relation 
whatsoever to infection of the endometrium. 

Apart from gross infection of the pelvic organs, 
severe adnexal inflammations, puerperal infections, 
and degenerated malignant growths of the uterus, 
chronic inflammation of the myometrium is ex- 
tremely rare. Irregular uterine hemorrhage in cases 
in which such pathological conditions can be ex- 
cluded should not be attributed to a chronic inflam- 
mation of the myometrium. The term “chronic 
metritis” should not be employed unless there is 
strong clinical evidence of these inflammatory le- 
sions. 

On the basis of Goodall’s report on the involution 
changes in the puerperal uterus, irregular uterine 
hemorrhages are often attributed to subinvolution 
of the uterine vessels, but a repetition of Goodall’s 
work has led to an explanation of the involution 
changes in the uterine vessels which differs in almost 
every respect from that of Goodall. There is no 
evidence of the growth of a new vessel within the 
lumen of the parent vessel in the process of involu- 
tion. ‘The involution of the arteries of the puerperal 
uterus occurs through granular atrophy of the muscle 
wall in which the caliber of the lumen of the vessel is 
reduced by means of a proliferation of the sub- 
endothelial tissues. The caliber of the veins is re- 
duced by a hyaline degeneration of the media which 
swells and wrinkles. As involution of the vessels 
proceeds, the hyaline tissue becomes absorbed. The 
lumina of the veins are reduced also by swelling of 
the subendothelial tissue. 

Increase of elastic tissue is a physiological process 
resulting from pregnancy. ‘This tissue is deposited 
around the vessels, particularly the veins, in the 
media and internal elastic lamina of the arteries, and 
between the muscle bundles of the myometrium. 
There is no reason to believe that the deposit of 
elastic tissue is in any way determined by subin- 
volution changes in the uterus. This investigation 
suggests that during subinvolution the deposit of 
elastic tissue is retarded. 

It can readily be shown that the amount of 
elastic tissue in the uterus, apart from the few minor 
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alterations with age, depends solely on the parity of 
the patient and is independent of local conditions in 
the pelvis. A large amount of elastic tissue has been 
demonstrated in women who have suffered from no 
menstrual disturbances whatever. Therefore irregu- 
lar uterine hemorrhage is in no way determined by 
the amount of elastic tissue present in the uterus, 
and no association between subinvolution and irregu- 
lar heemorrhage has been found. 

After the menopause, atrophy of the muscle cells 
of the myometrium occurs, the proportion of fibrous 
tissue then becoming larger than in the child-bearing 
age. As the result of the deposit of elastic and con- 
nective tissue, the uteri of women who have borne 
a large number of children are firmer than the uteri 
of nulliparee. No evidence has been found of the 
existence in menstruating women of a condition in 
which the muscle cells of the uterus are replaced by 
fibrous tissue. Accordingly it is maintained that 
irregular uterine hemorrhage should not be attrib- 
uted either to subinvolution or a fibrous state of 
the myometrium. 

In a large number of the cases of irregular uterine 
hemorrhage reviewed ovarian disturbances were pres- 
ent. 

The most interesting group of cases were those of 
the condition described by Schroeder as ‘‘metro- 
pathia hemorrhagica.” In this disease, which 
should be regarded as a clinical entity, the endome- 
trium is thickened and, in parts, hyperplastic. Some 
of the glands are cystically dilated, and there are 
areas of necrosis in the superficial and middle layers. 
These endometrial peculiarities are constantly 
associated with a disturbance of ovarian function 
which inhibits ovulation or the full development of 
the corpus luteum. The follicle affected becomes 
cystic and persists in the ovary. The continuous 
vaginal hemorrhage occurring in this disease is pro- 
duced by the necrosis of the superficial layers of the 
endometrium. ‘This condition was found in 53 
(approximately 25 per cent) of the 200 cases re- 
viewed. 

The second large group into which cases of irregu- 
lar hemorrhage can be divided consists of those 
with a history of a reduced menstrual cycle and ex- 
cessive hemorrhage during menstruation. In these 
cases ovulation occurs more frequently than nor- 
mally. Other ovarian disturbances may be demon- 
strated, but the uterus shows no abnormality except 
hyperemia and oedema of the endometrium. This 
condition was found in 72 (about 36 per cent) of the 
cases reviewed. 

It was possible to group together also other cases 
of irregular uterine hemorrhage from a consideration 
of the symptoms present. In the majority of these 
the disturbance was found to have an ovarian basis. 

This study showed that in the majority of cases 
of irregular uterine haemorrhage the bleeding cannot 
be attributed to inflammatory lesions of the endome- 
trium or myometrium, and that, apart from occa- 
sional cases of infective endometritis, such bleeding 
is related to an ovarian disturbance. The term 
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‘‘metropathia” is suggested for these cases. The 
various clinical types may be designated by terms 
indicating the character of the symptoms. This 
method of classification has much in its favor from 
the clinical viewpoint despite the possibility of over- 
lapping. It is mainly for this reason that the neutral 
term “metropathia” is advocated despite the fact 
that the major etiological factor is ovarian. 
SAMUEL J. Focenison, M.D. 


Keene, F. E., and Block, F. B.: The Treatment of 
Uterine Fibromyomata. Am. J. Obst. & Gynec., 
1929, Xvli, 848. 


The authors Teport upon 259 cases of uterine 
fibroma treated in the period from 1925 to 1927. One 
hundred and sixty-one (62.1 per cent) were operated 
upon and 098 (37.9 per cent) were treated by irradia- 
tion. 

From their survey of this series and a previous 
series of cases they draw the following conclusions: 

1. The mortality in the treatment of uterine 
myomata uncomplicated by other pelvic disease 
should be below 1 per cent whether the treatment is 
operation or irradiation. 

2. In the treatment of uterine myomata compli- 
cated by other pelvic lesions the mortality will de- 
pend largely on the type of the complicating disease, 
but in any event will be materially higher than in 
uncomplicated cases. 

3. Irradiation is the treatment of choice in about 
one-third of all cases of uterine myomata requiring 
treatment, but a careful selection of the cases is 
important. When there is doubt, it is best to oper- 
ate. 

4. In the operative treatment, supravaginal 
hysterectomy is the operation of choice in the large 
majority of cases. Abdominal and vaginal myo- 
mectomy are of value in selected cases, but pan- 
hysterectomy is indicated only occasionally. 

5. Ovarian conservation is always to be practiced 
when healthy ovarian tissue can be left without 
interference with its blood supply. 

6. Bleeding will be relieved in practically all cases 
operated upon and in 95 per cent of the cases irra- 
diated, but leucorrhoea will persist in about one-third 
of the cases after either method of treatment. 

7. Almost half of the myomata subjected to 
operation are complicated by other pelvic lesions. 

In the discussion of this report, RIcHARDS 
presented the results of an investigation of 196 cases 
of myoma. One hundred and twenty-six (64 per 
cent) were treated surgically, 44 (22 per cent) by 
irradiation, and 10 (5 per cent) by irradiation and 
surgery. Sixteen (8 per cent) received no treatment. 
Supravaginal hysteromyomectomy was done in 110 
cases (87 per cent), complete hysteromyomectomy in 
1 (0.07 per cent), vaginal myomectomy in 8 (6 per 
cent), and abdominal myomectomy in 7 (5 per cent). 
Concomitant adnexal disease required removal of 
both ovaries in 67 cases (53 per cent). One ovary 
was removed in 35 cases (27 per cent). Both ovaries 
were conserved in 16 cases (11 per cent). The sur- 
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gical mortality was 3.96 per cent. There was no 
mortality from radium treatment. 
E. L. CorNELL, M.D. 


Polak, J. O.: Fifteen Years with Radium in the 
Treatment of Fibroids, Non-Malignant Bleed- 
ing, and Dysmenorrhoea. Am. J. Surg., 1920, vi, 
648. 

The location of a fibromyoma and its relation to 
the uterine circulation determine its evolution. Fi- 
broids are usually accompanied by bleeding. They 
are in, but not of, the uterine musculature. They may 
undergo malignant change. Among 1,860 tumors re- 
viewed by Fraenkel, 46 sarcomatous lesions were 
found. Fibroid tumors rarely develop in women with 
a perfect endocrine balance. Those lying close to the 
endometrium where the circulation is reduced are 
apt to cause metrorrhagia, whereas intramural tu- 
mors, which grow slowly and often undergo atrophy 
at the menopause, are more apt to produce menstrual 
bleeding and at some period in their growth are ame- 
nable to radium and X-ray treatment. Menstrual 
hemorrhage occurs only when the continuity of the 
endometrium is maintained. When tissue necrosis 
occurs in overstretched endometrium, intermenstrual 
bleeding appears. Before radium or the X-ray is used 
the exact location and condition of the tumor must 
be determined. Radium will control the haemorrhage 
of uterine myomata and in a large percentage of the 
cases will reduce the size of the tumor if it is not pe- 
dunculated or subserous. Nevertheless, operation is 
still the procedure of choice for most myomata. The 
disadvantages of radium irradiation are stated as 
follows: 

1. Nodules outside of the uterus may remain to 
give trouble later. 

2. Malignancy may be overlooked. Unless a diag- 
nostic curettage is done, it is not permissible to use 
radium in submucous growths. 

3. Fifty-four per cent of all fibroids are associated 
with tubo-ovarian disease, and while the local results 
may be excellent, the associated lesions keep the pa- 
tient sick. 

4. A dosage sufficient to stop haemorrhage and 
shrink the tumor will impair the reproductive func- 
tions of young women. 

5. Fibroids causing symptoms from pressure yield 
too slowly to radium. 

6. An inflammatory reaction is excited in old in- 
flammatory adnexal lesions when radium is used. 

7. Radium adds to whatever necrosis is already 
present. 

The advantages of radium in the treatment of fi- 
broid tumors are summarized as follows: 

1. There is no operative mortality. 

2. If radium fails, operation is always possible. 

3. Menopausal symptoms are less marked. 

4. Absolute stoppage of hamorrhage may be ex 
pected in all intramural tumors and shrinkage of the 
mass in 65 per cent of the cases. 

5. Radium irradiation is the procedure of choice 
when surgery is contra-indicated. 
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The author reviews 206 cases of fibroids treated 
with radium. Gamma rays from radium element 
were applied to the interior of the uterus in dosages 
ranging from 1,800 to 2,000 mgm.-hrs. In 200 cases 
the irradiation stopped the bleeding permanently. In 
136 there was marked shrinking of the tumor and in 
70 the fibroid disappeared completely. In 6 cases 
operation was necessary subsequently. 

Abnormal bleeding in uterine insufficiency or fi- 
brosis uteri is associated with more or less constant 
pathological changes characterized by a relative in- 
crease in connective tissue over musculature. Such 
bleeding is common in subinvolution and in women 
approaching the menopause. In 260 cases of this 
type radium therapy never failed to check the ham- 
orrhages. In 234 cases the uterus atrophied and 
symptoms of the menopause appeared. 

Bleeding in young women is almost always due to 
endometrial hyperplasia. One intra-uterine radium 
application of from 200 to 300 mgm.-hrs. gave satis- 
factory results in 30 of 31 cases, but 1 patient re- 
quired a second application. Since the treatment, 6 
of the patients have become pregnant and 3 have 
been delivered of normal children. 

Primary or intrinsic dysmenorrhoca is best treated 
by gradual dilatation of the cervix and mild irradia- 
tion averaging 200 mgm.-hrs. In the selection of the 
cases extra-uterine factors must be ruled out. Of 36 
women so treated all were completely relieved. Nine 
have become pregnant since the treatment and 6 
have been delivered of normal children. 

At the menopause, bleeding should always be 
viewed with suspicion; even menorrhagia demands 
investigation. Routine curettage and microscopic 
examination of the specimen may reveal a sub- 
mucous myoma, a polyp, retained decidual tissue, or 
malignancy. Of 96 cases, a malignant adenoma was 
found in 3, a fibroid in 33, a polyp in 20, and an 
adenoma in 18. Operation was performed in 7. 
Of the 94 patients who have been followed, 87 have 
an atrophied uterus. The 7 others had a hysterec- 
tomy. Cervical stricture occurred in 12 cases as a 
result of irradiation at the internal os with sub- 
sequent scar-tissue contraction and faulty uterine 
drainage. In most cases of this condition occasional 
dilatation gives relief. 

Summing up, the author states that accurate 
diagnosis must precede radiation. Neurotics should 
not be treated with radium. When other intra- 
abdominal lesions requiring surgery are present it is 
wiser to employ surgery only. Very rapidly growing 
lesions, degenerating tumors, and those causing 
pressure should be operated upon. Operation is 
indicated also in the presence of pelvic inflammatory 
lesions and large pelvic tumors. Menorrhagia and 
dysmenorrhoea in young women have been treated 
successfully with radium. For uterine myomata 
during the child-bearing period surgery is preferable. 
Extremely anemic women are poor radium risks. 
In benign gynecological conditions radium dosage 
should be kept at the minimum. 

A, James Larkin, M.D. 


Strachan, G. I.: Contra-Indications to Irradia- 
tion in Carcinoma of the Cervix. Proc. Roy. 
Soc. Med., Lond., 1929, xxii, 1310. 


The author deplores the quite general belief that 
all cases of carcinoma of the cervix which have ad- 
vanced beyond the operative stage can be treated 
with radium. He summarizes the contra-indications 
to radium treatment as follows: 

1. An extreme degree of general emaciation and 
cachexia. 

2. Extreme anwmia—a red cell count of less than 
3,000,000 or a haemoglobin value below 4o. 

3. Extensions and metastases of the growth re- 
sulting in hydronephrosis or pyonephrosis; exten- 
sions to the bladder and rectum; and the presence of 
a fistula to the bladder or rectum. 

4. The presence of an inflammatory pelvic lesion, 
sloughing of the growth itself, salpingitis, pyo- 
salpinx, and pelvic abscess. 

5. Cases in which the whole pelvis is extensively 
infiltrated by the growth. 

6. Impaired metabolism indicated by retention 
of nitrogenous waste products. 

The contra-indications may be temporary, such 
as inflammatory lesions which may be cleared up, 
or permanent, such as ureter involvement or ex- 
tension to the bladdder or rectum. 

Cnarces F, DuBois, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Sabadini, L.: Rupture of a Pyosalpinx into the Gen- 
eral Peritoneal Cavity; Treatment by Simple 
Laparotomy and the Use of a Mikulicz Drain 
(Des ruptures de pyosalpinx en péritoine libre et 
specialement de leur traitement par laparotomie 
simple et application @’un Mikulicz). Rev. de chir., 
Par., 1928, xlvii, 629. 

Knowledge of the rupture of tubal abscesses dates 
from the observations of Tait (1868-69). However, 
the number of cases reported is rather small—1oo 
cases up to 1924 and about 50 cases since then. Of 61 
cases of acute peritonitis reported by Lenormant, the 
condition originated in a ruptured tube in only s. 

Rupture of a pyosalpinx may result from trauma 
to a quiescent pouch or necrosis and perforation of 
the tube wall from a virulent infection. Among the 
forms of traumatism, the most important are gyne- 
cological examination and treatment. 

The perforation is usually single and located in the 
ampullary portion or fimbriated extremity of the 
tube. Omental or intestinal adhesions are seldom 
present. The wall of the tube about the perforation 
is necrotic. When the pus is evacuated into the peri- 
toneal cavity the tube becomes flaccid. 

The bacterial content of the pus is of great impor- 
tance, but has seldom been determined. Of 9 cases 
reported by Huet, the exudate was sterile in 2, and 
of 21 cases reported by Lubke, it was sterile in 5. 
Colon bacilli were found in 8 of the 31 cases, strepto- 
cocci in 5, gonococci in 4, staphylococci in 2, a mix- 
ture of tubercle bacilli, streptococci, and colon bacilli 
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in r, and a mixture of typhoid bacilli and an un- 
identified diplococcus in 1. Colon-bacillus infection 
seemed the most serious, causing death in 5 of the 8 
cases in which it was present. Streptococcus infec- 
tion caused 3 deaths in 5 cases. Infections with tu- 
bercle bacilli, gonococci, and staphylococci are usually 
benign. 

The symptoms of ruptured pyosalpinx are grave, 
comparable to those of free perforations of other vis- 
cera. Sometimes the perforation occurs in the course 
of acute salpingitis or during an exacerbation of 
chronic salpingitis. Again, the symptoms may ap- 
pear after a pelvic examination or other traumatism. 
In any case the patient is one in whom tubal lesions 
have already been recognized. The symptoms not 
infrequently appear some days after the traumatism. 

The classical picture of an acute generalized peri- 
tonitis is presented. Pelvic examination may be neg- 
ative, but if the patient has been under observation a 
decrease in the tension of a tubal mass or disappear- 
ance of the mass is noted. 

In the differential diagnosis, general peritonitis 
due to rupture of the tube and pelvic peritonitis due 
to a very acute salpingitis must be distinguished as 
the treatment in the two conditions is different. The 
latter will be recognized from the localization of the 
rigidity and pain in the lower abdomen and the more 
mild character of the general symptoms. 

When the tubal lesion is unilateral, a rupture may 
very closely simulate appendicitis. 

The prognosis of rupture of a pyosalpinx is very 
grave. Without operation, the condition is almost 
invariably fatal. When operation is performed within 
twelve hours, the mortality ranges from 1o per cent 
(Huet) to 27 per cent (Lubke), whereas when it is 
performed within twenty-four hours the mortality 
ranges from 13 per cent (Huet) to 66 per cent (Lubke). 

Laparotomy and drainage is the universally ac- 
cepted method of treating the peritoneal cavity, but 
there is a divergence of opinion as to the method of 
dealing with the tubes. Simple drainage, salpingec- 
tomy, and hysterectomy have been variously prac- 
ticed. The general principle has been the removal of 
the source of the trouble—treatment of the tubal 
lesion similar to that of an inflamed appendix. ‘This 
comparison the author regards unfortunate because 
the type of infection and the anatomy involved are 
very different. he appendiceal infection is more 
virulent and is continually renewed by the intestinal 
contents, while the tubal infection is relatively be- 
nign and has a marked natural tendency to regress. 
Moreover, the removal of the tubes and ovaries is 
attended by undesirable sequela and, contrary to 
the older ideas, the adnexa are able to recover from 
very extensive lesions. For these reasons the tend- 
ency is toward greater conservatism. 

The conditions present following the rupture of a 
pyosalpinx greatly increase the gravity of salpingec- 
tomy and hysterectomy, and the usual methods of 
isolating the general peritoneal cavity leave much to 
be desired. The author urges simple laparotomy re- 
moval of the exudate, thorough evacuation of the 
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tube, swabbing of the peritoneal surface with ether, 
and the use of anti-gangrene serum and a Mikulicz 
drain. He reports 2 cases treated in this manner. In 
1, the operation was performed thirty hours after the 
rupture. In both cases, uneventful recovery resulted. 
When one of the patients was seen eight months later 
there had been no recurrence of the pelvic inflamma- 
tion. ALBERT F’, De Groat, M.D. 


Dodds, E. C., and Dickens, F.: The Hormones of 
the Female Reproductive Cycle. J. Obst. & 
Gynec. Brit. Emp., 1929, XXxvi, 92. 

During the prepuberal period the internal secre- 
tion of the anterior lobe of the pituitary is being 
utilized for general growth. With the advent of 
puberty and the corresponding decrease in the rate 
of growth, quantities of the anterior lobe hormone 
are set free for the promotion of ovarian develop- 
ment. The ovary increases in size under the pituitary 
stimulus and begins to secrete the cestrus-producing 
hormone. ‘This hormone is responsible for the onset 
of puberty as shown first by external signs such as 
development of the mammary glands, and second by 
internal changes such as an increase in size of the 
uterus and, in the lower animals, the appearance of 
the first oestral cycle. 

It is to be presumed that in the human female the 
phenomena are similar except, of course that the 
cestrus characteristic of the lower animals does not 
occur. In the lower animals the uterine and vaginal 
cycles of di-cestrus, pro-cestrus, and metoestrus can 
be brought about after ovariectomy by the adminis- 
tration of the oestrus-producing hormone derived 
from the ovary. ‘Therefore it may be concluded that 
this substance and the ovary in the intact animal are 
responsible for these functions. In the human female 
little direct evidence on this point has been obtained, 
but in the macaque, whose cycle closely resembles 
that occurring in the human female, the administra- 
tion of the oestrus-producing hormone is followed by 
menstruation. ‘The menstruation so produced, how- 
ever, isscanty as compared with normal menstruation. 

Both in the lower animals and in the human 
female another cycle is also occurring, namely, the 
cycle of ovulation. In the lower animals, rupture of 
the follicle and discharge of the ovum occurs at about , 
the same time as oestrus and is followed by the pro- 
duction of a corpus luteum. Since oestrus can be 
induced in the absence of a corpus luteum, the latter 
cannot be essential at this stage of the phenomenon. 
On the other hand, work on the placentoma reaction 
has shown that the corpus luteum is essential for 
sensitization of the uterus. The fertilized ovum does 
not provide the stimulus. If the ovum is not ferti 
lized it degenerates. If the findings in the macaque 
apply to the human subject, it appears that men- 
struation can occur in the absence of ovulation and 
therefore in the absence of the corpus luteum. This 
suggests that the stimulus to menstruation is pro- 
vided by the oestrus hormone derived from the 
ovary, but the flow so produced is not so great as 
when ovulation occurs. 
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The authors state that in this article their purpose 
has been to correlate the main facts upon which the 
majority of workers are agreed. They wish to empha- 
size that much of the confusion and contradictory 
evidence of the earlier workers is giving place to a 
more orderly understanding based very largely on a 
study of the cycle in the monkey and the preparation 
of potent extracts by means of which it is possible to 
produce such changes as puberty, oestrus, the forma- 
tion of corpora lutea, and placentoma in the lower 
animals at will. Cart H. Davis, M.D. 


Sampson, J. A.: Infected Endometrial Cysts of the 
Ovaries. Am. J. Obst. & Gynec., 1929, xvii, 1. 


The author reports three cases of infected endo- 
metrial cysts of the ovaries. 

In the first case, the cysts were present in both 
ovaries. ‘They were infected with a gram-negative 
bacillus having many of the cultural features of the 
paratyphoid group of bacilli. Similar organisms 
were obtained from the urine. ‘The bacteria ap- 
parently reached the cysts through the blood stream. 
The source of the infection was not ascertained. 

Also in the second case, the cysts were present in 
both ovaries. Cultures failed to show any growth, 
but a gram-positive coccus occurring singly, in pairs, 
and in short chains was found in smears from the 
contents of the cysts as well as in sections stained 
by the Gram-Weigert method. ‘The abdominal 
wound became infected with a similar organism 
which also failed to grow in culture media. As in 
the first case, the bacteria apparently reached the 
cysts through the blood stream. The primary source 
of the infection was not ascertained. 

In the third case there was a large endometrial 
cyst of the left ovary filled with a foul-smelling, 
purulent, bloody fluid and fused with the sig- 
moid. Cultures and smears were not made. Gram- 
negative bacilli were found in the purulent exudate of 
stained sections of the cyst wall. Circumstantial 
evidence indicated that the cyst became infected 
from the sigmoid, but the induration present in 
the portion of the wall of the intestine fused with 
that of the cyst might have been due to the ex- 
tensive endometriosis present in the posterior cul- 
de-sac. ‘This cyst also might have been infected 
through the blood stream. FE. L. Cornetr, M.D. 


Burg, E.: A Case of So-Called Granulosa-Cell 
Tumor of the Ovary (I‘all von sogenannter Granu- 
losazellengeschwulst des Eierstockes). Actis Univ. 
Sci. hungar. clisabeth., 1929, vi, 520. 

The case reported was that of a primipara twenty 
years of age who had not menstruated for ten 
months and during the last four months had 
noticed a considerable increase in the size of her 
abdomen. 

At exploratory laparotomy, 5 liters of yellow, clear 
fluid were removed and the left ovary was extirpated 
because of a reddish proliferation of tissue the size 
of a bean. There was no peritonitis, but the mesen- 
tery showed small yellowish nodules. 


On microscopic examination the small tumor of 
the ovary was found to be a benign granulosa-cell 
tumor. The small nodules in the mesentery con- 
sisted merely of a fatty tissue rich in vascular and 
connective tissue elements. 

When the patient was seen again three months 
after the laparotomy there were no signs of a recur- 
rence of the condition. L. Scuwarz (G). 


Neumann, H. O.: Tubular Adenoma of the Testic- 
ular Ovotestis; with a Report on the Similarly 
Diagnosed Case Observed by Pick and a Brief 
Discussion of the Hilus Interstitial Cells of A. 
Kohn (Das Adenoma tubulare testiculare Ovotestis; 
mit einem Bericht ueber den gleichnamigen von Pick 
beobachteten Fall sowie einer kurzen Bemerkung zu 
den Hiluszwischenzellen von A. Kohn). Arch. f. 
path. Anat., 1928, cclxx, 501. 


The case reported by the author was that of a 
sterile married woman thirty years of age. Menstrua- 
tion began when the patient was thirteen and one- 
half years of age. At first it was regular, but after the 
twentieth year it was sometimes irregular until the 
patient was married, when it again became regular. 
During the last three years it occurred only at long 
intervals up to four months’ duration. When the pa- 
tient consulted the author she had not menstruated 
for fifteen months. During that time a bodily and 
psychic masculinization had appeared. The patient 
had a pronounced growth of beard, a male form and 
hirsuties, and a penis-like enlarged clitoris. Follow- 
ing the removal of a small tumor from the left ovary 
the female characteristics soon returned completely 
and the menses again appeared every four weeks. 
The patient has now been normal for two years. 

In the outer portions of the ovary young follicles 
were found. The tumor showed convoluted, forked 
tubes, and was divided by connective tissue. Be- 
tween the tubes there were heaps of lipoid-containing 
cells closely resembling testicular interstitial cells. 
Macroscopically and microscopically the tumor com- 
pletely resembled the tubular adenoma of the testicu- 
lar ovotestis (Pick). Nevertheless Neumann main- 
tains his former view that tubular adenomata may 
originate also from underdeveloped cells of the ger- 
minal epithelium which in themselves have nothing 
to do with the testicular portions. Tubular adeno- 
mata do not allow the assumption of hermaphrodit- 
ism. For such a diagnosis, portions of the testicle 
must be demonstrated in the ovary. 

In the case reported by the author it was surprising 
that the tissue assumed to be a testicle in the ovary 
showed its heterotopic hormonal influence only after 
the formation of the tumor. Attention is called to 
the fact that in the case reported by Pick, male char- 
acteristics were absent in spite of the tumor forma- 
tion. Neumann holds to the view of Halban that the 
hormonal influence of the gonads is only of protective 
value, and that in this particular case only the degree 
and not the nature of the change in the incretion was 
of importance. 

In conclusion, he returns to the subject of the ex- 
traglandular interstitial cells lying in the hilus of the 
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ovary which were found in sexually mature women 
first by Berger and in the newborn and an old woman 
by Kohn and designated as “‘ Leydig cells.”” Neumann 
also has found them in the newborn and in adults, 
but has been unable to demonstrate Rinke crystals 
and has discovered chromaffin only once. He does 
not give his opinion as to the nature of these cells, 
but suggests that the unquestionable proof of the 
presence of interstitial cells in the hilus of the ovary 
supports the view that tubular adenomata may orig- 
inate also in the rete of the ovary, even when they 
contain interstitial cells. Meyer (G). 


MISCELLANEOUS 


Stimson, C. M., and Jones, H. W.: The Erythrocyte- 
Sedimentation Test in Gynecology. Am. J. 
Obst. & Gynec., 1929, xvii, 81. 

The only criteria used heretofore to determine the 
most favorable time for operative intervention were 
the symptoms, the temperature, the blood count, 
and the reaction to examination. ‘The sedimentation 
test offers an added safeguard. In cases of pelvic 
inflammation a decrease in the reading to 20D or 


less from a higher level indicates that the inflam- 
matory process has subsided sufliciently to permit 
surgical intervention. 

The sedimentation test is a more certain means of 
indicating inflammatory change than the white 
blood-cell count or temperature curve. 

In early unruptured and uncomplicated ectopic 
pregnancy the sedimentation rate will be slow. The 
test will not differentiate between appendicitis, 
pyosalpinx, and ruptured ectopic pregnancy with 
marked haemorrhage. 

As inflammatory change and tissue involvement 
elsewhere in the body influence the sedimentation 
reaction, a careful physical examination is essential. 

In cases of cancer, the sedimentation corresponds 
to the degree of tissue involvement. In myoma, the 
test will show the cases in which inflammatory 
complications are to be expected. 

In only 1 of 257 cases reviewed by the authors 
did the sedimentation test fail to correspond to the 
clinical findings at operation. There was only 1 
death in this group, that of a patient with cancer 
who was moribund when she was admitted to the 
ward. i. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Lahm, W.: The Attachment of the Human Ovum 
to the Fallopian Tube (Ueber die Anheftung des 
menschlichen Kies im Eileiter). Arch. f. path. Anat., 
1928, cclxix, 553. 

This article is based on a study of twenty-five 
tubal pregnancies. ‘Twenty presented morphological 
changes which may be regarded as the cause of the 
attachment of the ovum in the tube. On the basis of 
the findings of the microscopic examination, Lahm 
divides the cases into the following seven groups: 

Group 1. Four cases of cribriform occlusion of the 
fallopian tube. In all of these cases the tubal lumen 
was found closed proximal to the ovum, the passage 
of the ovum into the uterine cavity being thereby 
prevented. 

Case 1 of this group was that of a woman thirty- 
five years old who had borne six children and had had 
one miscarriage. When the patient was examined by 
the author she had a tubal pregnancy on the right 
side. Microscopic examination revealed endometri- 
oid malformation of the mucous membrane. 

Case 2 was that of a woman thirty-eight years old 
who had borne two children. On microscopic exami- 
nation the tubal lumen was found closed at the 
site of the ovum by delicate coiled folds. 

In Case 3, that of a nullipara thirty-one years old, 
and Case 4, that of a woman thirty-six years old who 
had borne three children, a reticular occluding struc- 
ture was found. 

Group 2. Five cases with the formation of an 
annular fold in the tubal mucous membrane without 
a decidual reaction. The ages of the patients in this 
group ranged from twenty-eight to thirty-three 
years. No inflammatory changes were found. Some 
of the women had borne children. 

Group 3. Four cases showing the formation of an 
annular fold in the tubal mucous membrane with a 
decidua formation. 

Group 4. Cases of decidua formation in the fallo- 
pian tube without fusion of folds. In this group the 
author distinguished three subgroups: (1) the speck- 
like formation described by Mandl; (2) an extensive 
decidual reaction suggesting that the decidua acted 
as a mechanical obstacle to the passage of the ovum; 
and (3) a complete decidual transformation of the 
mucous membrane such as is usually encountered 
only in the uterus and may act both mechanically 
and biologically. 

Group 5. Five cases with defects in the mucous 
membrane of the tube. Examination revealed irregu- 
lar development of the mucous membrane with, for 
example, a unilateral fold formation and atrophy of 
the mucous membrane of the opposite side with dis- 
placement of the lumen toward the periphery. 


Group 6. A four-fold type of tubal mucous mem- 
brane. In this group the speck-like formation of 
decidua is also included. 

Group 7. Incomplete development of the tubal 
musculature —a case of defect in the archi-myome- 
trium. 

The author comes to the following conclusions: 

1. In 80 per cent of the tubal pregnancies studied 
there were demonstrable pathological changes in the 
tube which alone explained the tubal attachment. 

2. In 20 per cent of the cases, inflammation of the 
mucous membrane or of the peritoneum in some 
form, alone or in connection with disturbed peri- 
stalsis in the tube, may have played a role. 

3. In many cases there was no absolute necessity 
for the occurrence of the tubal pregnancy, even when 
distinct morphological changes could be demon- 
strated. ‘The tubal pregnancy was more or less a 
matter of chance. A determinative influence in this 
direction seems to be exerted by: (a) the strength of 
the vis-a-tergo, the impulse received by the ovum; 
(b) the extent, strength, and biological character of 
the decidual reaction; (c) the degree of the conges- 
tion of blood in the mucous membrane. 

The author next discusses the various changes in 
the tube. He shows that inflammation is not neces- 
sarily the only cause of fusion of folds. Nevertheless, 
he cannot agree with Schridde and Schoenholz that 
the fusions represent malformations in the anlage. 
He thinks they are acquired as the result of the cast- 
ing off of epithelium during the menstrual reaction, 
the consequence of inhibited differentiation, and 
that inhibited differentiation—in the four-fold type, 
for example—is the most frequent cause of attach- 
ment of the human ovum in the tube. 

NeuMANN (G). 


Scheyer, H. E.: The Question of the Treatment of 
Rupture of the Uterus in Clinical Manage- 
ment: Also a Report on the Cases of Rupture 
of the Uterus Observed During the Last Twenty 
Years at the Landesfrauenklinik at Paderborn 
under the Direction of Provincial Medical 
Councillor Mann (Zur Frage der Therapie der 
Uterusruptur in klinischen Betrieben: Zugleich 
Bericht ueber die in den letzten 20 Jahren in der 
Landesfrauenklinik zu Paderborn—Direktor, Provin- 
zial-Obermedizinalrat Dr. Mann—beobachteten 
Faelle von Uterusrupturen). Muench. med. Wchnschr., 
1929, 1, 304. 

According to the literature of recent years, ab- 
dominal panhysterectomy is the procedure of choice 
in the treatment of rupture of the uterus. The 
author proposes in its stead treatment which is based 
on the requirements of the particular case. He illus- 
trates the different methods—vaginal total extirpa- 
tion, supravaginal amputation of the uterus, and 
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suturing of the rupture by the abdominal route—by 
means of twelve cases operated upon during a period 
of twenty years. 

Of four women treated by total extirpation, three 
died; of two treated by supravaginal amputation of 
the uterus, both died; and of four in whom the rup- 
ture of the cervix was sutured, one died. 

The successes or failures of the individual methods 
should not be attributed entirely to the methods. 
The decisive factors are the patient’s general condi- 
tion, the interval of time elapsing between the rup- 
ture and the operation, the patient’s resistance, and 
particularly the power of reaction of the pelvic con- 
nective tissue and the reticulo-endothelial apparatus. 
Every case of rupture of the uterus should be con- 
sidered as infected. .An exploratory laparotomy 
should be done even in incomplete ruptures to 
determine whether other injuries are present. ‘The 
method of operation should then be chosen accord- 
ing to the local conditions found. After freshening 
of the edges of the wound, longitudinal ruptures in 
the cervical portion of the uterus are sutured in 
layers with interrupted sutures and then periton- 
ized. When there is marked exsanguination, supra- 
vaginal amputation of the corpus of the uterus is 
perhaps preferable. If a main branch of the uterine 
artery is injured or if haemostasis is possible only by 
ligation of the uterine artery, total extirpation 
should be done. In cases of transverse rupture with 
preservation of the uterine artery, supravaginal 
amputation may be considered as well as total 
hysterectomy. In all obstetrical interventions in 
which there is a possibility of a rupture, the uterus 
should be thoroughly palpated in order to detect a 
possible rupture at the earliest moment. 

Kasotu (G). 


Suesman, F.: Two Unusual Cases of Rupture of the 
Uterus in the Scar of a Previous Cervical 
Caesarean Section (Zwie seltene Faelle von 
Uterusruptur in der alten Kaiserschnittsnarbe nach 
cervicalem Kaiserschnitt). Zentralbl. f. Gynaek., 
1929, P. 410. 

The first case reported was that of a para-ii twenty- 
two years of age who had been subjected to a cervical 
“eSarean section three years previously on account 
of a flat pelvis. During the puerperium her tempera- 
ture rose to 39.2 degrees C. Toward the end of her 
second pregnancy the patient experienced a sudden 
severe pain which confined her to bed for a day. On 
the following day she again felt well and went about 
her household duties. Kight days later regular pains 
began. On external examination marked sensitive- 
ness to pressure was discovered in the region of the 
old scar. Czsarean section was repeated on account 
of disproportion between the fetal head and the pel- 
vis. ‘The old scar was found open and partly covered 
by adherent omentum and blood clots. A living 
child was delivered. Supravaginal amputation was 
then performed. It is noteworthy that the patient 
had been able to work in the kitchen for eight days 
with a ruptured uterus. 


In the second case a uterine pregnancy had fallen 
into the abdominal cavity through the separated old 
uterine scar and then developed to term as an extra- 
uterine pregnancy. The patient was a para-v thirty- 
three years old whose fourth pregnancy had been 
terminated by cervical cesarean section because of 
placenta previa. The highest temperature was 38.6 
degrees C. The patient entered the clinic in the 
ninth month of her fifth pregnancy. She stated that 
three weeks previously she had suffered attacks of 
pain and since then there had been no evidence of 
life in the fetus. At the time of her admission to the 
hospital, the cervix showed two fingers’ dilatation 
and the vertex was palpated as the presenting part. 
At first, expectant treatment was given, but as the 
temperature began torise a metreurynter wasinserted 
to terminate the pregnancy. Still there were no 
pains. When the temperature rose to 39.1 degrees C. 
an anterior hysterotomy was performed. An incision 
5 cm. long revealed an opening in the wall of the 
cervix which communicated with the amniotic cavity. 
The macerated fetus was removed in pieces. Palpa- 
tion of the amniotic cavity showed the true state of 
affairs and proved that laparotomy had been indi- 
cated. ‘The entire amniotic cavity was covered by 
necrotic masses, although it was closed to the free 
abdominal cavity. After removal of the necrotic 
tissue the fetal cavity was irrigated and tamponade 
was performed by the Mikulicz method. Death oc- 
curred nine days later from general peritonitis. 

WILE (G). 


Neumann, H. O.: Pregnancy and Leukzemia 
(Schwangerschaft und Leukaemie).Zlschr. f.Geburtsh. 
u. Gynack., 1928, xciv, 412. 

The author reviews the cases of pregnancy with 
leukamia which have been recorded in the literature 
to date and reports a case of his own. 

Leukemia is divided into the myeloid and the 
lymphatic forms which are in turn divided into an 
acute form, a chronic form, and a form of undeter- 
mined genesis. With regard to the manner in which 
this disease is influenced by pregnancy and the 
dangers to the mother arising from it, the author 
states that chronic myeloid leukamia usually grows 
worse with every succeeding pregnancy. The course 
of the acute form, on the other hand, is equally 
rapid in the non-pregnant and pregnant states. 
Lymphatic leukemia occurs with pregnancy only 
in the acute form and leads rapidly to death. The 
acute leukemia of undetermined nature has the 
same unfavorable prognosis. In the cases of chronic 
myeloid leukwmia reviewed the condition did not 
become appreciably worse during parturition or the 
early puerperium, but in those of the acute form of 
the condition death usually resulted immediately 
after delivery. Hamorrhage was scarcely ever the 
cause of death although the tendency toward a 
haemorrhagic diathesis is particularly strong in the 
acute leukemias. Acute lymphatic leukamia and 
the acute leukemia of undetermined nature have a 
similarly deleterious effect in the puerperium. 
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With regard to the effect of maternal leukemia 
on the child, the author states that neither in 
chronic nor acute myeloid or lymphatic leukemia 
has transmission to the child been demonstrated. 

Neumann’s standpoint regarding the treatment 
of a leukemic pregnant woman is summarized as 
follows: 

Since, in the acute form of the disease, it is im- 
possible to save the mother’s life, the attempt 
should be made to save that of the child, especially 
since an intervention to interrupt the pregnancy 
constitutes in itself a danger to the life of the 
mother. In chronic leukawmia, however, an ex- 
pectant attitude with regard to interruption of the 
pregnancy is proper when the first pregnancy occurs 
early in the course of the disease. If the disease 
has existed for several years, interruption of the 
pregnancy is indicated. In the cases of women who 
have already successfully withstood a number of 
pregnancies in spite of an existing leukaemia and in 
whom the conditions of the present pregnancy per- 
mit its continuation, a sterilizing procedure should 
be carried out soon after delivery. It need hardly 
be said that sterilization should always be con- 
sidered when a pregnancy has been interrupted for 
the reasons cited. The method of choice is intra- 
uterine radium irradiation. ‘The most certain means 
of curing chronic leukemia is the prevention of 
pregnancy, since with every pregnancy the condi- 
tion becomes worse. 

The rarity of the association of leukaemia with 
pregnancy is explained by the following facts: 

1. Leukwmic diseases are rare. 

2. They are twice as frequent. in males as in 
females. 

3. The functional activity of the tubal and uter- 
ine mucous membrane being decreased or inhibited 
by the leukwmic infiltration, the leukemic woman 
is less likely to become pregnant. 

4. Leukwmic women who pass successfully 
through pregnancy, childbirth, and the puerperium 
come under the observation of internists rather 
than gynecologists and are therefore left out of 
gynecological and obstetrical statistics. 

No case of pregnancy in association with chronic 
lymphatic leukemia has as yet been observed. 

The author urges coéperation with the clinics for 
internal medicine in order that more information 
may be obtained regarding the association of preg- 
nancy with leukwmia. Srecert (G). 


Isbruch, F., and Wohlfeil, T.: Studies and Experi- 
ments with Regard to the Cause of the Toxi- 
coses of Pregnancy. Are the Iso-Agglutinins, 
Isohzmolysins, or Anaphylaxins of Etiological 
Significance? (Studien und Versuche zur Aetiologie 
der Schwangerschaftstoxikosen. Sind Isoagglutinine, 
Isohaemolysine, oder Anaphylaxine aetiologisch von 
Bedeutung?) Arch.Gynack., 1929, CXxxvi, 19. 


In order to determine whether the blood-group 
heterogeneity of the child has a deleterious influence 
upon the maternal organism in the sense of the 
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development of toxicoses, the authors determined 
and compared the blood groupings of 410 mothers 
and children. The determination of the blood group 
was made in hanging drops. ‘This investigation 
yielded the surprising finding that there was a 
greater percentage of heterospecific pregnancies 
among the women without symptoms than among 
those with toxicoses. Hence an iso-agglutination 
cannot be the cause of the disturbances observed in 
pregnancy in the sense of toxicoses. The investiga- 
tions showed also that the sex of the child has no 
influence on the development of the toxicoses of 
pregnancy. 

In another series of experiments the authors at- 
tempted to determine whether isohemolysins are of 
importance in the development of the disturbances 
and toxicoses of pregnancy. They tested the effect 
of maternal sera upon the infantile red blood cells 
and of infantile sera upon the maternal red blood 
cells. The maternal blood was obtained by vene- 
puncture immediately after delivery, and the in- 
fantile blood was obtained from the umbilical cord. 
The sera were inactivated, the red blood cells were 
used in a 5 per cent suspension, and fresh active 
guinea-pig serum was employed as the complement. 
In the 18 cases studied, the authors found that after 
twenty-four hours no trace of isohawmolysis was 
demonstrable. Hence isohamolysis shows no rela- 
tionship to the toxicoses of pregnancy. 

It was found also that in cases of lues with a 
positive Wassermann reaction independent of the 
homogeneity or heterogeneity of the blood group, 
there was a marked isohemolysis between the mater- 
nal serum and the infantile red blood cells and vice 
versa, whereas in 2 cases of latent syphilis only slight 
or no hemolysis occurred. 

The authors’ attempt, with the aid of a passive 
anaphylaxis, to obtain proof that the toxicoses of 
pregnancy are an anaphylactic condition led to no 
positive findings. Maunert (G). 


Beckman, M., and Kirch, A.: Tuberculosis and 
Pregnancy (Tuberculose und Schwangerschaft). 
Arch. f. Gynack., 1929, CXxxv, 438. 

According to Pankow, the indication for the inter- 
ruption of pregnancy depends on the recognition of a 
manifest or latent pulmonary tuberculosis. ‘The 
authors consider this basis unsatisfactory as great 
difficulty is experienced in the separation of latent 
and manifest tuberculosis. They believe it better to 
follow the ‘‘System of Pulmonary Tuberculosis,” by 
W. Neumann which distinguishes 3 groups of cases: 
Group A (phthisis fibrocaseosa, phthisis ulcero- 
fibrosa); Group B (phthisis fibrosa densa, phthisis 
fibrosa diffusa, phthisis miliaris discreta, the prolifer- 
ting primary syndrome); and Group C (rudimentary 
pulmonary tuberculosis). 

The authors report on more than 175 cases treated 
at the Wilhelmina Hospital in Vienna, which were 
classified according to Neumann’s scheme. 

In Group A there were 39 patients—30 with 
fibrocaseous phthisis and 9 with fibro-ulcerative 
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phthisis. In the 30 cases of fibrocaseous phthisis 
pregnancy was interrupted 27 times. In a follow-up 
investigation of these patients made from nine 
months to three years later the pulmonary condition 
was found to be improved in 13 and unchanged in rr. 
Three of the women had died. Of the 3 women whose 
pregnancies were not interrupted, 2 showed no 
change in the lung condition and 1 was dead. Of the 
g women with fibro-ulcerative tuberculosis, whose 
pregnancies were interrupted, 2 died and 2 showed an 
aggravation of the pulmonary condition on later 
examination. These results indicate that fibro- 
ulcerative tuberculosis is no less serious than fibro- 
caseous tuberculosis in the presence of pregnancy. 

In Group B there were 53 cases, in 37 of which the 
pregnancy was interrupted. In 17 of the women 
treated by interruption of the pregnancy the pul- 
monary condition improved, in 17 others it remained 
unchanged, and in 2 it became worse. One woman 
died. Of the 16 women in this group whose pregnan- 
cies were not interrupted, 15 showed no change in the 
lung condition at a later examination and 1 died. 

In Group C there were 83 cases, in 29 of which 
abortion was induced and in 24 of which it occurred 
outside the hospital. In 30 cases the pregnancy con- 
tinued to term. In none was any change found in the 
lung condition at subsequent examination. ‘Twenty- 
five of the patients developed a temperature up to 
37.4 degrees C. (rectal) and 58 a temperature above 
37.4 degrees C, (rectal) during the period of observa- 
tion. It therefore appears that the temperature in 
these cases is not a reliable indicator. 

The authors come to the conclusion that in Group 
A interruption of the pregnancy is generally indi- 
cated. It is obvious, however, that operative inter- 
vention should not be attempted if it increases the 
dangers. In Group B there is no general indication 
for the interruption of pregnancy, but the indication 
is present in every definite case of tuberculosis 
fibrosa densa and diffusa as well as in all the sub- 
groups of the classification showing activity. In 
Group C, interruption of pregnancy is indicated only 
if the patient’s condition becomes worse because of 
the development of an exudative focus. 

GRAGERT (G), 


LABOR AND ITS COMPLICATIONS 


Loizeaux, L. S.: The Cervix in Labor. Am. J. Obst. 
& Gynec., 1929, xvii, 57. 

The non-dilating cervix is a major factor in 
dystocia and its management. 

Expectant treatment combined with the use of 
morphine and other analgesics is recommended for 
the first stage of labor. 

_ Ultraconservatism should be followed in, and 
limited to, the first stage. 

The choice of the lower abdominal or vaginal 
route for the termination of labor should be made 
as early in labor as possible. 

Delivery at one sitting is advisable when the 
decision for interference has been arrived at. 
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The author urges more frequent consideration of 
cervicolaparotomy, vaginal cwsarean section, and 
cervical incisions rather than the use of hydrostatic 
bags and manual dilatation. 

The patient’s physical strength should be con- 
served by rest and diet, and obstetrical intervention 
should be done while there is still a wide margin of 
safety. 

All deliveries, whether spontaneous, surgical, or 
manipulative, should be carried out with meticulous 
care as to hospitalization, anwsthesia, assistants, 
and technique. 

In conclusion Loizeaux states that the trend 
toward incisional obstetrics is justified if the in- 
cisions are made by qualified obstetrical surgeons 
with the obstetrical judgment essential to obstetrical 
decisions as well as incisions. 

In the discussion of this report, KosMAK said that 
prophylactic treatment should reduce interference 
during the later stages of labor. He has found 
atropine of considerable value. According to his 
experience, a combination of morphine and atropine 
is much more effective than morphine used alone. 

Bisnop stated that a proper knowledge of the 
physiology of the lower uterine segment is most im- 
portant. In the first stage, sedatives should be 
used. When either the child or the mother shows 
signs of strain after rotation and a further test 
of labor, there should be no hesitation in incising 
the cervix and extracting the child. 

Watson said that there seems to be an analogy 
between the dystocia of the first stage with good 
uterine contractions, no dilatation of the cervix, 
and a good deal of pain, and cases of so-called 
spasmodic dysmenorrhora. EE. L. Cornett, M.D. 


Kerr, J. M. M.: The Management of Cases of Pel- 
vic Disproportion. J. Obst. & Gynec. Brit. Emp., 
1929, XXXvi, 265. 

Shaw, W. F.: The Immediate Results to Mother 
and Child of Labor with Contracted Pelvis. 
J. Obst. & Gynec, Brit. Emp., 1929, XXxvi, 270. 

Young, J.: The Factors Underlying Maternal Mor- 
tality in the Operative Treatment of Ob- 
structed Labor. J. Obst. & Gynec. Bril. Emp., 
1929, XXXvi, 278. 

Barris, J. D.: Induction of Labor for Dispropor- 
tion. J.Obst. & Gynec. Brit. Emp., 1929, xxxvi, 287. 

Solomons, B., and Taylor, W. A.: The Diagnosis 
of Disproportion, Antenatal and Intranatal, 
with a View to Treatment. J. Obst. & Gynec. 
Brit. Emp., 1929, XXXvi, 293. 

KERR states that it is impossible to determine 
the capacity of the true pelvis by mechanical means 
or to estimate the size of the fetal head in utero 
with exactness. The most striking features in all 
statistics bearing on labor in contracted pelvis are 
the frequency of spontaneous delivery and the low 
mortality and morbidity rate in mother and child 
with spontaneous delivery. Of special importance 
is the late effect on the child in cases of prolonged 
second stage. Whenever forceps are employed in 
contracted pelvis to pull the head down and out of 
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the pelvis the risk of major and minor injuries to 
the child is greatly increased. Investigations may 
show such a high late morbidity that it may be neces- 
sary to reduce even our present restricted use of the 
forceps in contracted pelvis. 

Kerr discusses some of the finer points in the 
diagnosis of contracted pelvis and advises examina- 
tion under anwsthesia early in labor and during the 
second stage to determine the position of the occiput 
and the size of each pelvic bay. It is necessary to 
ascertain also the consistency of the head and the 
degree of pelvic obliquity. ‘The most important 
determination in the diagnosis of flat pelvis is 
whether the anterior or the posterior parietal bone 
presents. Posterior parietal presentation is hopeless 
as regards both spontaneous delivery and delivery 
with the forceps. Expectant treatment in borderline 
cases calls for most careful observation and great 
obstetrical experience, judgment, and patience, but 
is the most scientific management yet evolved and 
has resulted in a greater reduction of the maternal 
mortality and morbidity than any other method. 

SHAW reports on 290 cases of contracted pelvis 
treated conservatively by one obstetrician or in 
one institution. ‘Two hundred and forty-two of the 
cases were admitted from the antenatal department 
and 48 were admitted as emergencies, many after 
failure of instrumental delivery. In the former the 
maternal mortality was nil and the fetal mortality 
5.7 per cent, whereas in the latter the maternal 
mortality was 10.4 per cent and the fetal mortality 
56.2 per cent. The 242 women admitted from the 
antenatal department were delivered as follows: 
by induction, 79; by cwsarean section, 76; by natural 
forces, 61; by forceps, 13; by breech extraction, 7; 
by version, 5; and by craniotomy, 1. In the 48 
emergency cases delivery was effected by forceps 
in 14, by craniotomy in 13; by the natural forces 
in 7; by version in 5; by cwsarean section in 5; and 
by breech extraction in 4. 

Sixty-eight patients—61 from the antenatal de- 
partment and 7 admitted as emergencies—delivered 
themselves. All of the 61 patients admitted from the 
antenatal department had definite contraction of the 
pelvis with diagonal conjugates varying from 4 to 
4% in. Forty-three patients were primigravide 
and 26 were multipare. Shaw considered it justi- 
fiable to allow a trial labor, provided the patient is 
in a hospital or nursing home. 

Of the 290 labors, 79 were induced—71 before 
full time and 8 at or after term. ‘The diagonal 
conjugate varied from 334 to 4% in., and in 3 cases 
induction was performed on account of a contracted 
outlet. ‘There were 5 stillbirths. Forty-two of the 
patients were primigravide and 37 were multi- 
gravidx. In 72 cases castor oil, quinine, or pituitrin 
was used to induce labor. In 57 cases this treatment 
was successful and in rs it failed. In 22 cases bougies 
were employed. This number included the 15 cases 
in which medicinal induction failed. 

Eighty-one patients were delivered by cwsarean 
section. All had a contracted pelvis, the diagonal 





conjugate varying from 234 to 4% in., and 1 had, 
in addition, a prolapsed cord. ‘There was only 1 
maternal death, that of a woman with eclampsia. 

Only 27 women were delivered by forceps. In 
the cases of the large majority the forceps were used 
only when the head was already on the perineum. 
The application of the forceps at the brim is now 
a comparatively rare procedure. Of the 27 cases, 14 
were admitted as emergencies, 5 after failure of the 
forceps, and only 13 were admitted from the ante- 
natal department. ‘The only maternal death was due 
to sepsis. Six children were stillborn—2 in cases ad- 
mitted from the antenatal clinic in which induction 
was performed in the thirty-eighth week and the 
forceps were applied because of signs of fetal dis- 
tress, and 4 in cases admitted as emergencies, in 2 
of which forceps application had failed previously. 

Shaw calls attention to the fact that the increased 
number of cwsarean sections performed each year 
has not diminished the number of craniotomies. 
In the series of cases reviewed, 14 craniotomies 
were done. In 13 cases the woman was admitted 
late in labor, and in 6 cases the forceps had been 
applied and had failed. ‘Three of the mothers died, 
1 from shock two hours after delivery and 2 from 
sepsis. 

In the cases of 11 patients with contracted pelvis 
the child was delivered by breech extraction. All 
of the mothers did well, but 4 of the children were 
stillborn. This is a strong argument for external 
version in the last month of pregnancy in all cases 
of contracted pelvis with breech presentation. In 
the cases reviewed, podalic version was performed 
10 times. All of the mothers did well, but 5 children 
were stillborn. 

The cases as a whole show the importance of ante- 
natal supervision, as is evident from the following 
table: 


Maternal 
Cases deaths Stillbirths 
No % No. % 
Irom antenatal depart- 
N65 Sin aes a kas « 242 fo) fe) m4 6««5:«. 
Admitted as emergencies 
UT een 48 5 10.4 27 56.2 


Shaw believes that stillbirth might have been 
avoided in the 3 cases of breech presentation if 
version had been performed before labor began. 

Youno’s figures are taken from the reports of 9 
well-known hospitals published within the past ten 
years. They show a total of 1,143 casarean sections 
for contracted pelvis with 36 deaths, a mortality of 
3.6 per cent. In the 696 cases in which the operation 
was carried out before labor, there were 15 deaths, 
a mortality of 2 per cent, and in the 347 cases in 
which the operation was done after the beginning of 
labor, there were 23 deaths, a mortality of 6.6 per 
cent. In 415 clean cases treated in 7 hospitals there 
were 3 deaths, a mortality of 0.7 per cent, whereas 
in 281 similar cases treated in 2 other hospitals 
there were 12 deaths, a mortality of 4.3 per cent. 
This means that some hospitals have 6 times as 
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many deaths as others after the operation in clean 
cases. 

Young describes the Edinburgh treatment of 
labor in which obstruction due to pelvic dispropor- 
tion has become definitely established. He draws 
the following conclusions: 

1. There is considerable variation in the published 
mortality figures of different hospitals in respect to 
the operative treatment of both clean and emergency 
cases of pelvic disproportion. 

2. There is evidence that these variations are 
determined not so much by the type of operation 
selected and the operative technique employed as 
by the success attending the efforts to prevent, on 
the one hand, contagion of the clean case by the 
emergency case and, on the other hand, contagion 
transmitted from one emergency case to another. 

3. In general the risk of contagion springs from 
the inadequacy of the machinery of segregation, 
and this, in its turn, may be dependent upon 
difficulty in organizing a satisfactory system be- 
cause of architectural unsuitability of the buildings. 

Barris has analyzed the records of 134 cases of 
induction for disproportion, in all of which the 
contraction was of the small round type and induc- 
tion was effected by means of bougies or a rubber 
tube. The fetal mortality was a little less than 
12 per cent (16 deaths). There was no maternal 
mortality from the induction, but 1 mother died from 
other causes. Barris draws the following conclusions: 

1. Induction for disproportion has stood the test 
of time. It is easy to carry out and has a remarkably 
low maternal mortality. The labor is usually un- 
complicated, the risks of difficult labor or casarean 
section are avoided, and when the cases are prop- 
erly selected the fetal mortality is not unduly high. 

2. Its use should be limited to cases of moderate 
or slight disproportion after the thirty-sixth week, 
in which the vertex is presenting. 

3. Our social conditions being taken into con- 
sideration, it remains the best method for such cases. 

SoLomons and TAYLOR give a very lengthy dis- 
cussion of the disproportion tables in the Rotunda 
Hospital Reports for 1926-27 and 1927-28. Their 
article is summarized as follows: 

1. Among 4,000 successive cases treated at the 
Rotunda Hospital in a period of two years there were 
294 cases of disproportion. 

2. Antenatal diagnosis is the ideal to aim at. 
In many cases the possible course of labor can be 
surmised. 

3. External pelvimetry is of great service. In 
43.8 per cent of the cases with small measurements 
in the series reviewed some form of operative inter- 
ference was necessary. 

4. Internal pelvimetry with the Skutsch instru- 
ment is used. The measurements obtained are of 
distinct service in indicating the probable margin 
of safety from the standpoint of proportions in the 
carrying out of a trial labor. 

_5. X-ray pelvimetry renders internal manipula- 
tion unnecessary and gives accurate results in a 
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large percentage of cases. A roentgenogram gives 
a fair indication of the relation of the head to the 
pelvis. 

6. The head is the best pelvimeter. 

7. The suggested modification of the Muller 
method is extremely useful. 

8. The Kerr-Muller estimation must always be 
done. 

9. In carrying this out, the importance of the 
soft parts must be remembered. 

10. In the treatment of cases of disproportion, 
induction of labor has an important place. 

11. The knowledge of when and when not ‘to 
induce labor requires prolonged practice. 

12. Induction of labor and trial labor may be 
carried out in borderline cases with a view to the 
performance of the lower segment section operation 
with safety. 

13. Rectal examinations should be made to de- 
termine the progress of labor, but must not be over- 
done. One vaginal examination is usually sufficient. 

14. When uterine inertia occurs, great care must 
be exercised in diagnosing whether the condition 
is primary or secondary. 

15. The condition of the fetal heart must be ob- 
served. ‘Temporary accelerations and diminutions 
in the beat are not always of great importance. 

16. Information of importance can often be ob- 
tained by observing the height of the retraction 
level. This gives an indication of the size of the 
cervix and the amount of tension in the lower seg- 
ment. 

17. As failure to deliver with the forceps has 
been common in some countries in the past, we 
give our points in diagnosis regarding pubiotomy 
in the belief that the failures referred to have been 
due to faulty diagnosis. We believe that pubiotomy 
has a very small place in treatment. 

18. A final Kerr-Muller examination should be 
made under anesthesia in cases in which there are 
indications for delivery and it is impossible to de- 
termine with certainty, without anesthesia, that the 
head is through the brim. 

19. It is suggested that an investigation should 
be made of the comparative weights of mothers and 
newborn babies. 

20. ‘Thesymptoms and signs of dystocia are given. 

21. The possibility of false labor, spasm of the 
uterus, and especially contraction ring must be 
thought of when dealing with a case of dispropor- 
tion. 

22. A group of symptoms found in cases of con- 
traction ring is given. Ro.anp S. Cron, M.D. 


Miller, C. J.: A General Consideration of Caesarean 
Section. Surg., Gynec. & Obst., 1929, xlviii, 745. 


Cesarean section is not the simple and safe pro- 
cedure it is generally supposed to be. Statistics 
collected from the literature show that the maternal 
mortality ranges from 2 to 25 per cent and the infant 
mortality from 2 to 30 per cent. Miller says that 
there are many reasons for this high mortality. The 
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first, and possibly the most important, is that we 
have a wrong conception of the processes of parturi- 
tion. The basic purpose of the obstetrical art is the 
extraction of the child, but we are today in danger 
of forgetting that the method is quite as important 
as the act itself. Other things being equal, the 
mechanism of a normal labor is still very much bet- 
ter, from every angle, than any of the modifications 
devised for it. 

The second reason for the high mortality of 
cesarean section is that the obstetrical training 
given today in most medical schools is poor. Most 
obstetrical cases are managed by the general prac- 
titioner. He, more than other physicians, must 
know something of everything, and it is too much to 
demand that he be a thoroughly trained obstetri- 
cian. However, it is not too much to demand that 
he be trained at least to recognize his own limita- 
tions and that, when necessary in the management of 
an obstetrical case, he consult an obstetrician rather 
than a general surgeon. 

The mortality of cwsarean section is due very 
largely also to the time at which the operation is 
performed. It increases approximately 1 per cent 
with each hour and each vaginal examination, 
especially after the membranes have ruptured. 
With each attempt at delivery it increases 10 or 15 
per cent, and after attempted craniotomy it reaches 
50 per cent. 

Another cause of the high mortality of cesarean 
section is the performance of the operation on ill- 
grounded indications or none at all. The author 
recognizes only two absolute indications and, speak- 
ing paradoxically, he says that even these are relative. 

The classical operation is never safe late in labor. 
When labor is advanced, the lower cervical caesarean 
section is the most satisfactory. 

In conclusion, Miller says that cwsarean section 
should be an operation of last resort, to be under- 
taken only when other measures have been rejected 
as not serving the best interests of the mother and 
child. AprauaM A. Brauer, M.D. 


Niemack, J.: Cesarean Section by Fritsch’s 
Technique, with a Report of Sixty Consecutive 
Cases Without Mortality. Am. J. Obst. & Gynec., 
1929, Xvii, 860. 

The author reports upon sixty caesarean sections 
performed in a period of fourteen years. Fifty-eight 
were done by the Fritsch method and two by the 
vaginal route before term. Forty-eight were emer- 
gency operations. All of the mothers and fifty-six 
of the children survived. The indications were pla- 
centa previa and premature separation of the pla- 
centa in eleven cases; narrow pelvis, absolute and 
relative, in thirty-seven; eclampsia in seven; 
nephritis (apoplexy) in three; and an obstructing 
fibroma and hydrocephalus in one case each. 

On account of the emergency character of most 
of the operations, convalescence was not always 
smooth, but suppuration of the wound and perito- 
nitis were not among the complications. The chief 
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difficulties were due to continuation of the con- 
vulsions in the cases of eclampsia and dynamic ileus 
in some of the others. Asafetida enemas and the 
use of the Rehfuss tube and turpentine stupes re- 
peatedly proved of value. As a rule there was some 
fever for the first two or three days. The tempera- 
ture then became normal, but showed a second stage 
of irregularity at about the tenth day. The second 
rise, which was not associated with malaise, is 
attributed by the author to giving way of the 
sutures with absorption of lochia. Only one of the 
patients had fever for over five days. Except in the 
case of one patient with eclampsia whose incision 
burst open, hardly any trouble was experienced 
with the abdominal wound. The operations were 
performed in a small country hospital. 
E. L. Cornett, M.D. 


NEWBORN 


Eades, M. F.: Retinal Hamorrhages of the New- 
born. JN. England J. Med., 1929, cci, 151. 


In routine examinations of the eyes of the new- 
born made by a number of investigators the in- 
cidence of retinal hemorrhage was found to vary 
from 3 to 34 per cent. The causes of the condition 
include increased pressure in the cavernous sinuses 
during labor leading to congestion in the ophthalmic 
veins, increased intracranial pressure, changes in the 
placental circulation resulting in increased fetal 
blood pressure, loops of cord around the neck, as- 
phyxia, and premature rupture of the membranes. 

This article is based on examinations of the eyes of 
138 infants made within twenty-four hours after 
birth. Retinal hemorrhage was found in 17 per cent. 
The author draws the following conclusions: 

1. Operative delivery, especially with forceps, 
plays a major réle in the production of retinal 
hemorrhage. 

2. In the cases reviewed there was no primary 
association between retinal haemorrhage and the 
duration of the labor, the time of the rupture of 
the membranes, contracted pelvis, or fetal asphyxia. 

3. Retinal hemorrhage is not constant in intra- 
cranial injury. In cases of such injury ophthalmo- 
scopic study is of no prognostic value and of only 
secondary diagnostic value. 

I, Epwarp Bisukow, M.D. 


Cameron, H. C.: Some Types of Septic Infection 
in the Newly Born. Lancet, 1929, ccxvi, 1127. 


Cameron states that at no time of life is death so 
imminent as at the beginning. In a general infantile 
death rate of 82.9 per 1,000 live births, more than 
half of the deaths (45.3) occurred in the first month 
of life. 

The only parts of the central nervous system which 
are active at birth are the spinal cord and medulla. 
From the very first, the medulla is in full control of 
the functions and actions which are vital for the 
child’s existence. An estimate of the efficiency of the 
circulatory, respiratory, and suction apparatus may 
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therefore serve directly as a measure of the child’s 
general well-being and vitality. Almost all forms of 
neonatal disorder—cerebral birth injury, infection, 
and prematurity—manifest themselves by inter- 
ference with one or another or all of these functions. 

The function of suction constitutes the most useful 
general index of health and vitality. Vigorous and 
effective suction is an indication of a vigorous and 
effective child. The newly born may indeed be said 
to function only as a suction apparatus. The pres- 
sure exercised by a sucking infant, otherwise so 
helpless, is surprisingly great. Illness decreases this 
power. 

Conditions in the infant which from time to time 
are responsible for failure to nurse include: (1) 
general weakness due to great prematurity or de- 
bility; (2) dyspnoea due to such conditions as 
bronchitis, pneumonia, atelectasis, and congenital 
heart disease; (3) nasal obstruction from nasal 
catarrh, syphilitic rhinitis, or narrow choane; (4) 
incodrdinate suction with aerophany due to nervous 
unrest and crying, mental deficiency, organic diseases 
of the central nervous system, or cerebral birth 
trauma; (5) local conditions in the mouth and other 
parts, such as macroglossia, cleft palate, hare-lip, 
facial paralysis, ranula, and ulcers of the mouth and 
palate; and (6) acute infectious illness such as 
sepsis neonatorum, influenza, and pyelitis. 

When the child ceases to suck or sucks with diffi- 
culty, involution of the breast begins at once and 
proceeds rapidly. 

The factors responsible for the high mortality of 
newborn infants include: (1) developmental defects 
incompatible with life, (2) gross prematurity, (3) 
sepsis neonatorum and other infections, (4) func- 
tional weakness of particular organs giving rise to 
jaundice, the hemorrhagic disorder, and disorders 
of gastric and intestinal peristalsis, and (5) birth 
trauma. 

The explanation of the increased susceptibility of 
the newborn to septic infection is perhaps to be 
found in part in the structural peculiarities of the 
skin and mucous membrane in the first few weeks of 
life which render them much more permeable to 
bacteria, and in the fact that the blood of the newly 
born is deficient in antibodies. Circumstances which 
powerfully predispose to infection are prematurity, 
dyspeptic and nutritional disturbances, and con- 
genital syphilis. In addition to the skin and mucous 
membranes the umbilicus is often a portal of entry. 
According to the system which bears the brunt of 
the attack, various clinical varieties of sepsis 
neonatorum, such as the pulmonary, gastro-intes- 
tinal, and cerebrospinal forms, are distinguished. 

Harry W. Fink, M.D. 


Cameron, H. C.: Some Types of Septic Infection in 
the Newly Born. II. Trismus Neonatorum as a 
Manifestation of Sepsis Neonatorum. Lancet, 
1929, ccxvi, 1184. 


In some cases of sepsis neonatorum autopsy 
discloses cerebrospinal irritation. It has been de- 
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bated whether this finding is the cause or the result 
of the clinical disorder known as trismus neona- 
torum, but a consideration of all facts seems to prove 
that it is the cause. Confusion of these cases with 
idiopathic tetanus has persistently occurred. It is 
possible that idiopathic tetanus occurs occasionally 
in neonatal life, but it is clear that trismus neona- 
torum is due to sepsis and not tetanus. According to 
Gowers, the occurrence of tetanus is almost unknown 
before the age of five years. 

Even in adults, tetanus is occasionally confused 
with meningitis. Shaw states that meningitis may 
cause spasm of the facial muscles, muscles of the 
neck, and abdominal muscles which may be constant 
and last for hours or days. 

In the variety of sepsis neonatorum under con- 
sideration the rigidity of the muscles is the most 
characteristic feature. The spasm of the jaw 
muscles, unlike that of tetanus, occurs early and is 
not especially severe. In cases in which recovery 
results spasm of the jaw subsides early, whereas 
spasm of the hands and feet may persist for weeks. 
In this respect also the condition differs from tetanus. 

Of the infants whose cases are reviewed by the 
author, two had septic exfoliative dermatitis, one 
had a septic umbilicus, and one had a large sloughing 
ulcer on the palate. In the fifth no focus of infection 
was obvious. Autopsy in one case showed marked 
hyperemia and congestion of the brain and spinal 
cord. The spinal fluid removed in this case during 
life gave clear evidence of cerebrospinal infection or 
irritation. 

In India in former years newborn infants died in 
great numbers from a disease characterized especially 
by trismus and called sometimes the ‘‘eighth day 
sickness” or the ‘‘nine days’ fits.’’ Colles was the 
first to identify the disorder with traumatic tetanus 
and to find the focus of the infection about the 
umbilical cord. In the Rotunda Hospital in Dublin, 
following improvements in ventilation and hygiene, 
the mortality fell from 17 per cent in 1782 to 0.2 per 
cent in 1833. On the island of St. Kilda the scourge 
continued unabated until 1890 when it was checked 
by Nurse Chisnall who was marooned on the island 
for the winter with a plan of action and a good supply 
of iodoform gauze for the cord. 

A mortality so high in any population and so © 
readily controlled by precautions against sepsis 
seems more apt to be the result of septic infection 
than accidental contamination of the umbilical 
wound with the tetanus bacillus. In general the 
search for the bacillus is unsuccessful and in the 
majority of cases autopsy reveals changes about the 
meninges and spinal cord. 

To prevent sepsis neonatorum all sources of infec- 
tion must be removed and all portals of entry, such 
as the skin, umbilicus, and mouth, must be protected 
from irritation, excoriation, and infection. Breast 
nursing is important. In cases of trismus, cesopha- 
geal or nasal feedings with mother’s breast milk are 
indicated. Blood transfusion, if quickly carried out, 
may save life. ABRAHAM A. Braver, M.D. 
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MISCELLANEOUS 


Kanki, Y.: The Effect of Pregnancy, Labor, and 
Puerperal Confinement upon the Function of 
the Circulatory System. Part II. The Blood 
Pressure of the Capillaries During Pregnancy 
and the Puerperium. Jap. J. Obst. & Gynec., 1920, 
xli, QI. 


This article begins with a discussion of the part 
played by the capillaries in the circulation of the 
blood, it being assumed that automatic contraction 
of the vessels is an important factor. Two theories 
have been advanced to explain this contraction— 
one, that it is due to self contraction of the endothe- 
lia, and the other that it is due to the contraction of 
the cells surrounding the blood vessels. 

Bremer’s theory rezarding the nerve supply to the 
capillaries and Langley’s theory regarding vasocon- 
striction and vasodilatation of these vessels are dis- 
cussed. 

Studies of contractions of capillaries in pregnant 
women are cited. Stasis was found in 60 per cent of 
healthy pregnant women. It is present also in 
women suffering from so-called nephritis and 
eclampsia. 

Linzeneier believes that the cause of stasis is 
closely related to the rate of sedimentation of the 
red cells. Others believe that it is due to vascular 
contraction. The pressure in the capillaries is 
thought to be a factor in oedema. 

The author’s studies of the capillaries was under- 
taken to determine the form, pressure, and velocity 
of the blood flow. ‘The pressure was measured in 
millimeters of water with an instrument like that 
used by Takeuchi. The findings are summarized as 
follows: 

1. The average capillary blood pressure in ninety- 
four healthy pregnant women was 1304 mm. of 
water. 

2. The pressure is increased the first day after 
labor and gradually returns to normal. 

3. In oedematous women the capillary blood pres- 
sure is increased. 

4. There is no relation between capillary and ordi- 
nary blood pressure. A. H. Gtappen, Jr., M.D. 


Young, J.: The Woman Damaged by Child-Bear- 
ing. Brit. M.J., 1929, i, 891. 

In Great Britain pregnancy and delivery result in 
the deaths of about 4,000 women and impairment of 
the health of about 40,000 women every year. In the 
majority of the cases of impairment of health there is 
obvious damage of the pelvic organs. In general, the 
lesions are mechanical or infective or both. 

The most common mechanical lesions are un- 
doubtedly the conditions which fall under the gen- 
eral term “prolapse”’ and are caused by stretching or 
tearing beyond a recoverable degree of the lower 
margins of the levator ani muscles and the connec- 
tive tissue that bridges the bony outlet of the pelvis. 
In many cases the condition can be treated effec- 
tively with a carefully fitted pessary. 
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Retroflexion also frequently owes its origin to 
childbirth, being especially apt to occur when an in- 
fective complication prevents normal involution of 
the uterus and its supporting ligaments. 

Other common mechanical disabilities dating from 
childbirth or childbearing are due to strains of one or 
more of the articulations of the spinal column and 
pelvis. The joints most subject to strain are the 
sacro-iliac, the lumbosacral, and the sacrococcygeal 
joints and the symphysis pubis. Sacro-iliac and lum- 
bosacral strains are a frequent cause of low back pain 
localized over the affected joint or spreading into a 
broad area of the small of the back. Tenderness is 
noted when pressure is applied to the affected joint. 
In sacro-iliac strain pain may be felt in the joint when 
the thigh is flexed on the abdomen with the knee 
straight, whereas in lumbosacral strain pain is caused 
by full flexion of the thigh with the knee bent. The 
treatment of sacro-iliac and lumbosacral affections 
consists in rest in bed for several weeks in a posture 
which will ease the strained ligaments, the applica- 
tion of hot fomentations over the joint, and, later, 
exercises and the application of a brace or belt. 

Strain of the pubic symphysis during labor is a not 
infrequent cause of pain over the joint in the early 
puerperium, but as a rule the pain has ceased by the 
time the patient is ready to get out of bed. Strain of 
the sacrococcygeal joint may cause long-persisting 
pain which is aggravated by sitting and is especially 
marked when there has been backward displacement 
and fixation of the coccyx in a position which causes 
its point to project under the skin. The treatment 
usually consists in forcible reduction of the displace- 
ment and rest in bed until the bone becomes fixed in 
a normal position. In some cases excision of the 
coccyx may be necessary. 

Infection dating from labor may involve any part 
of the pelvic area, but the most common lesion by 
far is infection of the cervix. A chronically inflamed 
cervix often bleeds when it is touched. Because of 
this fact and the hardening produced by the fibrosis 
and the nabothian nodules, an erroneous diagnosis of 
cervical cancer may be made. The cardinal sign of 
chronic cervicitis is leucorrhoea. The condition is 
often accompanied by sterility. Chronic cervicitis is 
a common precursor of malignant disease. The best 
method of treatment is thorough opening up of the 
inflamed areas with the cautery. In severe cases two 
or three cauterizations at monthly intervals may be 
necessary. 

Excessive loss of blood during menstruation by 
parous women nearing the age of the menopause can 
be effectively and safely treated by the introduction 
of 30 mgm. of radium into the uterus for four days. 

Chronic inflammation of the tubes and ovaries 
dating from childbed infection is a fairly frequent 
cause of persisting invalidism. The primary treat- 
ment of salpingo-odphoritis should always be palli- 
ative. The infected cervix should be dealt with first 
and thereafter the diseased appendages should be 
treated by rest, regulation of the bowel movements 
to relieve pelvic congestion and local pressure, 
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douching, and plugging with some such material as 
ichthyol in glycerin. 

Sterility is often due to chronic cervicitis and is 
frequently cured by active local treatment of the 
cervix. A certain amount of information regarding 
the condition of the tubes can be obtained by two 
methods, namely, insufflation of the tubes from the 
uterus with air or carbon dioxide under pressure, and 
the injection of an opaque fluid such as lipiodol into 
the tubes through the uterus followed by roentgen- 
ography. 

In the majority of cases of pelvic infection irrita- 
bility of the bladder is present. 

Chronic pelvic infection may be the causal factor 
in cases of rheumatism and heart disease, and both 
puerperal sepsis and the toxamias may produce brain 
lesions that persist in the form of mental impairment 
or even actual insanity. Disease with obscure symp- 
toms but with indications of an origin in an endo- 
crinal abnormality is not an uncommon legacy from 
pregnancy and childbirth. 

Young concludes by stating that the woman with 
chronic ill health dating from childbirth is frequently 
suffering from multiple lesions. Therefore failure to 
carry out a comprehensive investigation of the vari- 
ous systems may lead to erroneous diagnosis result- 
ing in operations and other forms of treatment that 
bring little relief. Rotanp S. Cron, M.D. 


Peterson, R.: The Estimation of Obstetrical and 
Gynecological Risks. J. Am. M. Ass., 1929, xcii, 
1907. 

In the estimation of obstetrical and gynecological 
risks the type of operator must be considered. It 
must be known whether he is a radical surgeon who 
operates at the slightest provocation or a conserva- 
tive surgeon who carefully weighs his findings before 
he decides on operation. Another consideration is 
the type of clinic in which the case is to be treated— 
whether it is a clinic treating private patients, with 
the work done by one man or at most a small group 
of men, or a clinic in which the prime object is to 
teach younger men and give them the most practical 
experience the rights of the patients will permit. In 
clinics of the latter type the results will not be so 
good as in those of the former type. 

The operative statistics of the new University of 
Michigan Hospital, a teaching clinic, show 1,734 


operations in the gynecological department with 16 
deaths, a mortality rate of 0.58 per cent. All of the 
deaths occurred in the 527 cases in which the risk was 
only fair or poor. In the 1,208 cases in which the 
risk was good the operations were of a minor type, 
such as plastic operations on the anterior or posterior 
vaginal wall, repair or amputation of the cervix, and 
diagnostic dilatation and curettage, and the patients 
showed no abnormalities so far as careful pre- 
operative examination could determine. 

Among the 527 major operations there were 311 
hysterectomies without removal of the appendages. 
In this group there were 14 deaths. Seven of the 
deaths occurred following hysterectomy for long- 
existing inflammatory disease such as is usually 
treated by panhysterectomy. 

Risks can be estimated only in a general way, but 
an estimate should be made in every instance as a 
check to careless and routine operating without 
careful pre-operative examination of the patient. 
The unchecked surgical work going on in poorly 
managed hospitals is appalling. Reforms must come 
from within the profession. The solution of the 
problem lies with the hospital. 

In malignant disease of the uterus or appendages, 
the risk is at best only fair, irrespective of the type of 
operation performed. In combined operations the 
operative risk is greatly increased. 

Diabetics should never be considered good risks. 
Before operation, the diabetes should be well con- 
trolled. Blood transfusion and the intravenous ad- 
ministration of dextrose have had a marked effect in 
reducing the mortality. The risk is considered good 
if the color index is 70 or over, fair when the color 
index is between 70 and 50, and poor when the color 
index is below 50. 

In obstetrics the task of evaluating the operative 
risk is even more difficult than in gynecology for 
almost always two risks must be considered, that of 
the mother and that of the child. 

In summarizing the author states that a good risk 
is one in which the general condition is excellent and 
the local condition calls for an operative procedure 
that can be done reasonably quickly and without 
undue loss of blood. A poor risk is one in which 
operation is obligatory although the patient’s. 
chances for surviving it are not good or even fair. 

ABRAHAM A. Brauer, M.D. 











ADRENAL, KIDNEY, AND URETER 


Stewart, G. N.:° The Adrenal Glands. Arch. Int. 
Med., 1929, xliii, 733. 

The author is of the opinion that the cortex of the 
adrenal gland is indispensable to health and life. 
The medulla can be destroyed or its discharge of 
epinephrin may be arrested by section of the nerve 
supply without ill effects, immediate or remote. 

Dogs operated upon properly under proper condi- 
tions live from six to nine days after complete 
adrenalectomy. Cats live longer than dogs, their 
average survival being eleven days. A few of the 
cats operated upon by Stewart lived three weeks. 

When extracts of the adrenal cortex of animals 
obtained from the slaughter house are injected into 
the dogs subjected to adrenalectomy, their lives are 
prolonged. The author ascribes the prolongation of 
life to a substance in this tissue which he has termed 
“fnterrenalin.”’ 

The medulla is believed to have a definite physio- 
logical function. It is well known that puncturing 
of the fourth ventricle causes hyperglycemia and 
an increased output of epinephrin. There is no 
evidence that epinephrin from the adrenal glands is 
the factor which causes hyperglycemia when the 
function of insulin is interfered with. In considering 
the function of the medulla it must'be remembered 
that no immediate function can be assigned to an 
organ the loss of which causes no symptoms. 

The adrenal medulla is abundantly supplied with 
nerves which specifically control the output of 
epinephrin whereas the cortex functions normally 
when the gland is denervated. The author suggests 
that the purpose of the close control of the output of 
epinephrin by the nervous system may not be to 
keep up the concentration in the arterial blood to a 
certain beneficial level, but to keep it below a certain 
harmful level. 

The adrenals have a reserve of epinephrin which 
under abnormal conditions can be liberated, not all 
at once, but so rapidly that harmful concentrations 
may be reached. This amount of reserve might be 
dangerous if it suddenly escaped in the adrenal 
veins. Intense or prolonged emotional disturbance 
causes no effect upon this reserve, but numerous 
drugs diminish it to a great extent. 

Eimer Hess, M.D. 


Judd, E. S., and Hand, J. R.: Hypernephroma. 
J. Urol., 1929, xxii, 10. 


Carcinomata of the renal cortex are extremely 
malignant and are often well advanced before they 
produce symptoms. Alveolar carcinomata, in which 
there is little cellular differentiation, are the most 
highly malignant of the various types of renal car- 
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cinoma, whereas adenocarcinomata are less malig- 
nant, as judged from their clinical course. 

Improvement in the end-results is dependent 
upon earlier consultation of the physician by the 
patient after the onset of the initial symptom, 
although in some cases in which symptoms have 
been present for a long time an unexpectedly good 
result may be obtained. Before it will be possible 
to arrive at more exact knowledge of the effect of 
treatment and the prognosis in the individual case, 
it will be necessary to subject all of these malignant 
tumors to gradation on the basis of cellular differen- 
tiation. 

Of the 367 patients on whom the authors have 
operated for renal malignancy, many are now dead, 
but not all of the deaths were due to the malignant 
lesion. Many of the patients lived for several years 
after the operation and died from other causes. In 
the cases of some who were known to have a metas- 
tasis at the time of the operation, the evidence at 
hand seems to indicate that the condition was 
arrested for a time. Therefore it appears that even 
in such cases nephrectomy will offer a reasonable 
degree of palliation. From the fact that 106 of the 
patients lived for from three to twenty-two years 
after the operation, the authors conclude it justifi- 
able to assume that surgery will effect a cure in a 
definite proportion of the cases. 


Thomas, A. B.: Nephrectomy for Unilateral Poly- 
cystic Kidney. Ann. Surg., 1929, 1xxxix, 946. 


The author reports the case of a thirty-one-year- 
old woman with a mass in the left side which, on 
investigation, was found to be the left kidney show- 
ing polycystic degeneration. At operation, the right 
kidney was palpated through the abdomen and 
found grossly normal. The left kidney was therefore 
removed. The patient made a good recovery and 
when last seen three years after the operation was 
apparently well. 

Thomas cites cases of unilateral polycystic kidney 
reported by others. The number of such cases on 
record is small as compared with the number of 
bilateral cases. 

In recent years the question has been raised as to 
whether polycystic disease even occurs as a uni- 
lateral condition, and whether, in the so-called 
unilateral cases, the cyst development has not been 
merely retarded in one kidney. Cases have been 
reported in which cyst development occurred in the 
remaining kidney as long as seven years after the 
removal of the first kidney for the same condition. 
The author concludes that because of the ever- 
present question of bilaterality of the condition, the 
removal of a polycystic kidney should be undertaken 
with great hesitancy. I. J. Suapro, M.D. 
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MacKenzie, D. W., and Parkins, G. A.: Renal 
Tumors. Canadian M. Ass. J., 1929, xx, 616. 

Of fifty-six renal tumors seen in the Royal Victoria 
Hospital during the past nine years, forty-three were 
malignant. 

Of the thirteen benign tumors, six were solitary 
cysts, two were multiple cysts, two were fibromata, 
two were papillomata with calculi, and one was a 
hemangioma. All of the patients were cured. 

Thirty-seven of the forty-three malignant tumors 
were proved and twenty-seven were operated upon. 
Twenty-two of the thirty-seven patients were in the 
fourth and fifth decades of life. Twenty-one were 
males. The right kidney was involved in fourteen 
cases. Eight of the patients had metastases when 
they were first seen. 

The chief signs and symptoms were as follows: 


Initial Associated 
symptom. symptom. 


‘ 


ases Cases 
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Pain ..... Genk aes MeN dag tit a 16 II 
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Weakness and loss of weight...... 2 7 
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The diagnosis was made from the history and the 
findings of physical examination and cystoscopic and 
pyelographic study. Pyelography is the most essen- 
tial as it will show the various abnormal changes. 

The pathological reports of the twenty-seven cases 
of malignancy which were operated upon showed 
that fifteen of the tumors were hypernephromata, 
seven were carcinomata, two were papillary adeno- 
carcinomata, one was a squamous-celled carcinoma, 
one was a leiomyosarcoma, and one was a cysta- 
denoma papilliferum malignum. 

The treatment which gives the best results is 
nephrectomy with removal of the involved regional 
lymph glands. Radium and deep X-ray irradiation 
may be used as adjuvants. 

The prognosis is very grave. The ultimate mor- 
tality is as high as go per cent. 

Four cured cases from a group of twenty-three 
operated upon prior to 1926 are reported. The cases 
of five patients who could not be traced are included 
with those in which death occurred. 

The authors emphasize the extreme malignancy of 
malignant kidney tumors, the necessity for a thor- 
ough early examination, the difficulty of early 
diagnosis, and the disproportion which often exists 
between the early symptoms and the pathological 
findings. CLaupE D. PickrELL, M.D. 


Herman, L., and Greene, L. B.: The Diagnosis of 
Primary Neoplasms of the Renal Pelvis. Ann. 
Surg., 1929, Ixxxix, 682. 

Carcinomata constitute approximately 5 per cent 
of all renal neoplasms. It is probable that the 
majority of them originate from the pelvic mucosa. 

Little effort has been made to differentiate the 
papillary from the flat or non-papillary tumors of 
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the renal pelvis by urography, but the clinical 
differences are clearly defined. In cases of tumors 
of the non-papillary type clinical differentiation is 
rarely possible before the disease has advanced to the 
inoperable stage. 

Ewing classifies neoplasms of the renal pelvis as: 
(1) benign papillomata, (2) papillary eptheliomata, 
and (3) flat or alveolar carcinomata. 

The papillary tumors of the renal pelvis as en- 
countered by the surgeon may be apparently benign 
or possibly or obviously malignant. Infiltrating 
non-papillary or alveolar carcinomata are always 
malignant. A neoplasm which shows both the gross 
and microscopic characteristics of benignancy may 
prove to be most malignant, as evidenced by prompt 
local recurrence and metastatic dissemination. It is 
probably of little practical importance whether a 
papillary carcinoma has resulted from the malignant 
transformation of a primary benign growth or has 
been malignant from its beginning. According to 
the consensus of opinion, all papillary tumors are 
inherently malignant and the microscopic character- 
istics of benignancy do not insure benign behavior 
of a neoplasm. 

The authors report seven cases of tumors of the 
renal pelvis and discuss such neoplasms chiefly from 
the standpoint of diagnosis. 

They state that non-papillary carcinomata of the 
renal pelvis constitute a small excessively malignant 
group. It is believed that primary non-papillary 
neoplasms of the renal pelvis originate from the 
transitional epithelium, but the parent cells are 
probably not cells normal to the part but cells which 
have become squamous in type as the result of 
metaplasia or true actodermic cells representative of 
developmental inclusions. 

There seems to be no question that chronic ir- 
ritation is an important predetermining factor in 
squamous-cell epithelioma of the renal pelvis. This 
is evidenced by the fact that chronic bacterial in- 
flammation is usually present and stones are present 
as well in about one-half of the cases. Leucoplakia 
frequently antedates the onset of malignancy. In 
some instances the malignancy is found to have 
developed from the margins of a leucoplakial placque. 

One type of tumor of the renal pelvis is character- 
ized by early replacement of the renal parenchyma 
by tumor cells and fibrosis leading to enlargement, 
induration, nodulation, and dense fixation of the 
kidney. This type is usually associated with calculi. 
A second type is characterized by early ureteral 
occlusion with the development of a large hydrone- 
phrosis. While parenchymal involvement is re- 
tarded in the latter variety, a cure by operation, as 
in cases of the widely disseminated group of tumors, 
is rarely attained. Early metastasis by way of the 
lymphatics probably occurs very early in the course 
of squamous-cell tumors of the renal pelvis whatever 
the gross form of the primary growth. In a few 
instances renal dilatation may perhaps account for 
the pain and the presence of a palpable renal mass, 
but in the majority of cases the pain is due to 
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perirenal nerve involvement and the mass to carci- 
nomatous infiltration of the parenchyma. These 
manifestations usually denote that the condition is 
inoperable. 

The diagnosis of squamous-cell or non-papillary 
carcinoma of the renal pelvis seems to have little 
practical importance except as the basis of a hopeless 
prognosis. 

No one, so far as is known, has succeeded in 
making the correct diagnosis of non-papillary tumor 
of the renal pelvis or recognizing the condition as 
neoplastic early enough to permit complete eradica- 
tion of the disease by nephrectomy. It is altogether 
likely that the pyelogram would disclose pelvic dis- 
tortion, effacement of an involved calyx, or other 
changes caused by an infiltrating tumor even in the 
early stages if the symptoms indicating the necessity 
for such studies arose or if cases of calculus and 
chronic infection of the kidneys were subjected 
routinely to pyelography. That early diagnosis 
would lead to improvement in operative results is 
probable, but at the present time the results ob- 
tained by operation justify the conclusion that non- 
papillary carcinoma of the kidney is a fatal disease. 

Papillary tumors as a class are less malignant 
than those of the non-papillary type, but, unlike the 
latter, give origin in 70 per cent of the cases to 
tumor implants in the ureter and bladder. The 
papillary tumor may exhibit extraordinary malig- 
nancy, and in rare instances an apparently benign 
papilloma may become the source of widespread, 
rapidly growing metastases. In most instances, 
however, both parenchymal invasion and metastatic 
dissemination occur comparatively early. The ham- 
aturia varies in degree, but truly massive renal 
hematuria in the absence of renal enlargement is 
very suggestive of papillary neoplasm. 

Renal colic caused by the passage of clots, which 
are sometimes wormlike, or by pelvic blockage due 
to a parenchymal growth is a frequent symptom. 
A fixed, boring renal pain is highly suggestive of 
advanced carcinoma. 

Palpable renal enlargement, with or without 
fixation of the kidney, indicates inoperability when 
it is due to parenchymal involvement, but is some- 
times caused by primary or secondary hydrone- 
phrosis. 

Gross hematuria is a frequent sign of papillary 
neoplasms of the kidney pelvis. The only depend- 
able means of diagnosing these new growths seems 
to be the urographic demonstration of pelvic dis- 
tortion in the routine search for the cause of the 
renal hematuria. 

It may be assumed that the clinical diagnosis of 
an intrapelvic neoplasm is impossible. Large renal 
tumors associated with gross hematuria are usually 
hypernephromata, but both the recognition of the 
neoplasm as the cause of the renal symptoms and 
the differentiation between the various types of 
renal new growths are largely dependent upon 
urography. The differential diagnosis between 
papillary tumors, essential hematuria, early renal 
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tuberculosis, bleeding nephritis, angiomata, hydro- 
nephrosis, and other bleeding lesions of the kidney 
is likewise dependent largely upon X-ray examina- 
tion. The clinical history, physical examination, 
examination of the divided urine, differential renal 
function studies, and various laboratory tests are 
useful diagnostic aids. 

Little can be accomplished in the diagnosis of 
renal lesions when the kidney is closed and the 
bladder free from pathological changes. The pres- 
ence of a papillary growth in the bladder in associa- 
tion with unilateral hematuria or closed kidney 
should suggest a primary papillary growth in the 
kidney pelvis. When papillary tumors are found in 
the urinary bladder, the upper urinary tract should 
be studied whenever possible. Ureterography is 
definitely indicated especially in cases of closed 
kidney with a vesical neoplasm. 

The most important proup of cases from the 
diagnostic standpoint are those with renal hema- 
turia in the absence of renal enlargement or vesical 
implants. The presence of infection or stone does 
not exclude the possibility of a papillary tumor as 
papillary tumors are complicated by stone in 7 per 
cent of the cases and often by simple infection. 
Massive hemorrhage from a stone-bearing kidney 
is always suggestive of a complicating neoplasm. In 
rare instances, renal tuberculosis causes intermittent 
gross hematuria occurring in attacks separated by 
many years. In such cases the infection often fails 
to show the usual tendency to involve the lower 
urinary tract. 

In very early cases of renal tuberculosis with gross 
hematuria, insignificant pyuria, a normal bladder, 
and no demonstrable tubercle bacilluria, the differen- 
tiation from papillary neoplasms is dependent almost 
wholly upon the demonstration of cavitation in the 
apices of the pyramids. 

Papillary tumors of the renal pelvis may or may 
not cause diminution in the function of the involved 
kidney. The kidney which bleeds without evident 
cause, producing the so-called essential hematuria, 
may or may not show dysfunction. Therefore in the 
differentiation of these conditions pyelography, while 
not infallible, is of paramount importance. 

The mechanics of neoplastic distortion of the 
renal pelvis include chiefly pressure from without, 
traction on the calyces, distention and distortion due 
to neoplastic pressure, and ulceration from within, 
dilatation of part or all of the pelvis due to urinary 
obstruction caused by the tumor, and various de- 
grees of obliteration of the pelvis by a neoplasm 
originating either within the pelvis or invading the 
cavity from without. Parenchymal tumors, espe- 
cially the hypernephromata, which are more or less 
encapsulated, usually cause pressure deformities of 
the true pelvis long before the actual invasion of the 
cavity occurs and at the same time produce elonga- 
tion and narrowing of the calyces through traction 
and pressure. The resulting spider-leg deformity is 
the most characteristic urographic picture caused 
by a renal neoplasm. 





























In some instances parenchymal neoplasms, espe- 
cially the rare tubular carcinomata, but also hyper- 
nephromata originating in the medullary portion 
of the kidney cause early obliteration of one or more 
calyces and, through early invasion of the true pel- 
vis, produce filling defects which cannot be differen- 
tiated in the pyelogram from those caused by pri- 
mary intrapelvic growths. 

Neoplastic foreign bodies such as large invisible 
stones or blood clots may cause filling defects which 
cannot be distinguished from those caused by intra- 
pelvic tumors. 

In some instances misinterpretation of pyelograms 
has been due to associated stone shadows, while in 
several reported cases a papillary growth contained 
in a hydronephrotic sac failed to reveal itself by a 
filling defect. 

In cases of intrapelvic tumors there are no 
characteristic deformities comparable with those 
caused by hydronephroma, but in the majority of 
cases an irregular filling defect of the true pelvis is 
associated with dilatation of some of the calyces, 
usually those situated at the upper pole. There may 
or may not be obliteration of certain calyces or 
regular distention due to pressure from a neoplasm 
originating within the calyx, but the elongation and 
narrowing of one or more calyces with effacement 
of the terminal cupping so characteristic of hyper- 
nephromata is never caused by primary growths of 
the renal pelvis. 

apillomata of moderate size situated in a 
capacious pelvis at a point removed from the ostia 
of the calyces and ureter cause only a circumscribed 
filling defect comparable in size with the tumor. 

Tumors originating from the pelvic walls near 
the ostium of a calyx may cause dilatation or 
obliteration of the cavity of the calyx. A tumor 
situated at the ureteral junction causes hydrone- 
phrosis, but a filling defect representative of the 
tumors is often demonstrable. 

Large papillary growths may fill the true pelvis 
and calyces almost completely, the small remaining 
spaces between the tumor masses being represented 
in the pyelogram by small irregular patches and 
streaks. C. Travers Stepita, M.D. 


BLADDER, URETHRA, AND PENIS 


Papin, E.: The Treatment of the Tuberculous 
Bladder After Nephrectomy (Traitement de la 
vessie tuberculeuse aprés la nephrectomie). Arch. 
d. mal. d. reins et d. organes genilo-urinaires, 1929, 
iii, 451. 

Nothing varies more markedly than the course of 
bladder lesions following nephrectomy for tubercu- 
losis. When the lesions are most extensive, nephrec- 
tomy is often followed by rapid amelioration, but in 
some cases the disease of the bladder is little in- 
fluenced. The author discusses the methods of treat- 
ment in cases of the latter type. 

1. Instillations: Instillations rather than lavages 
should be used because a painful bladder must never 
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be distended. A 1:10,000 or 1:20,000 (Guyon) 
solution of bichloride of mercury sometimes proves 
sufficient. Phenol in a 3 to 6 per cent solution 
(Rovsing) has not given brilliant results. Medicated 
oils (5 per cent iodoform, 5 per cent guiacol, 10 to 20 
per cent gomenol) often have a beneficial effect in 
mild cases. The use of the Bulgarian bacillus should 
probably be abandoned as the same effects may be 
obtained by other means. The injection of iodine 
vapor (obtained by heating iodoform) has only a 
transient effect and has been used to facilitate 
cystoscopy. It has been replaced by more simple 
procedures. Most important is the instillation of 
methylene blue. While this is not curative as has 
been claimed, it is the best palliative measure when a 
spontaneous cure is possible. The instillations should 
be given daily over a long period. Even when the 
clinical benefit is very prompt the bladder lesions 
seem little altered. Other dyes (acriflavine, gentian 
violet, mercurochrome) have been tried but none is 
as effective as methylene blue. 

2. Endoscopic treatment: This method is suit- 
able only when the lesions are localized and the 
bladder can be moderately distended. Fulguration 
or caustics may be applied. Fulguration is most 
effective on discrete tubercles. When it is applied to 
diffuse red plaques, its effects are good. Its effects on 
ulcerations are mediocre but still worth while. The 
application of caustic substances is possible only in 
the lower part of the bladder, but it is here that the 
lesions are usually found. The author employs 
trichloracetic acid, spreading it over the lesion 
through a ureteral catheter. Crystallized trichlorace- 
tic acid is melted over a lamp and a few drops of 
glycerine are added to prevent recrystallization. 
With the catheter in contact with the lesion the acid 
is injected with a 5-c.cm. syringe manipulated by an 
assistant. ‘The technique and the effects are illus- 
trated. The treatment is followed by thorough irri- 
gation of the bladder with water. From two to six 
treatments given at intervals of from two to four 
weeks are usually sufficient. 

3. X-ray therapy: In women, any beneficial 
effects from X-ray therapy are probably due to the 
arrest of menstruation. 

4. Heliotherapy and treatment with ultraviolet 
light: The effects, sometimes remarkably good, are in- © 
direct through improvement of the general condition. 

5. Cystostomy: In general, cystostomy is a poor 
operation in vesicorenal tuberculosis. Ureterostomy 
or temporary nephrostomy are to be preferred. Fol- 
lowing cystostomy the patient often continues to 
suffer intensely. However, the results of vaginal 
cystostomy are interesting as a drain (the source of 
much of the pain) is unnecessary. A certain amount 
of continence is often acquired by nullipare. 

6. Denervation of the bladder: This operation, 
based on the interesting studies of Rochet and 
Thevenot, is very difficult and has not given prac- 
tical results. 

7. Sphincterotomy: Rochet seems to have ob- 
tained favorable results from sphincterotomy. 
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8. Enlargement of the bladder by means of a seg- 
ment of intestine: Strassmann of Berlin enlarged the 
bladder with a segment of the sigmoid colon. The 
bladder distress was relieved, but the patient suffered 
renal pain. Operations of this type have been suc- 
cessfully performed by Schiele and Birnbmann, but 
the author regards them as mere surgical curiosities. 
He reports a case of spontaneous rectovesical fistula 
producing a similar effect. 

9. Exclusion of the bladder: This is the treatment 
of choice when the tuberculosis of the bladder appears 
incurable. There are three methods: nephrostomy, 
implantation of the ureter in the intestine, and im- 
plantation of the ureter in the skin. Nephrostomy is 
practicable only when the kidney is healthy. The 
oldest method is anastomosis of the ureter with the 
intestine (Chaput, 1894). The technique is difficult 
and the mortality from peritonitis and anuria is high. 
The author therefore prefers iliac ureterostomy. 
Ureterostomy (lumbar) was first done by Rovsing, 
Fenwick, Peterkin, and Lower. Key, Rosenkranz, 
and the author have developed the iliac form. The 
technique is as follows: 

A vertical incision is made with its mid-point two 
fingerbreadths medial to the anterior superior spine 
of the ilium. At the level of the spine the incision 
curves medially to become parallel with Poupart’s 
ligament. The total length is about four finger- 
breadths. The muscles may be sectioned or simply 
separated down to the peritoneum. The peritoneum 
is retracted upward and inward to expose on its 
posterior surface first the spermatic or utero-ovarian 
vessels and then the ureter. A segment of 3 or 4 cm. 
is freed from the peritoneum and sectioned as low as 
possible between a clamp and ligature. A catheter is 
placed deeply in the ureter and the wound closed by 
layers with care not to compress or kink the ureter. 
which should hang freely from the wound. The free 
end of the ureter may be allowed to slough or may be 
covered with a cutaneous tube to facilitate the 
application of an apparatus. 

Thirteen case histories are given in detail. All of 
the patients made good recoveries. Two patients 
operated two and six years ago respectively are 
completely cured. Aubert F’, De Groat, M.D. 


Young, H. H.: Malignant Tumors of the Bladder 
and Prostate. Am. J. Surg., 1929, vi, 667. 


The author reviews the methods which he has 
found most satisfactory in the treatment of malig- 
nant tumors of the bladder and prostate. 

He states that the most important parts of a blad- 
der tumor, microscopically, are the pedicle and base. 
The best tissue for examination is procured from the 
base of the neoplasm with the cystoscopic rongeur. 

In the author’s cases of infiltrating and malignant 
tumors, thorough resection has proved.best. In cases 
of tumors of the base, the best results have been ob- 
tained from the use of the cautery, and the next best 
results from the intravesical implantation of radium. 
In the treatment of recurrences, endovesical fulgura- 
tion and radium applications have been successful. 
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In cases of papillary tumors of the bladder, either 
malignant or benign, the best results have been ob- 
tained from electrical applications (fulguration or 
electro-coagulation) combined with endovesical cys- 
toscopic applications of radium. The technique of 
the endovesical application of radium directly to the 
tumor by means of the author’s radium applicators 
is described in detail. With these instruments and a 
charting system it is possible to prevent radium 
burns. 

In cases of infiltrating malignant tumors of the 
bladder, radical resection, when it can be done safely, 
combined with fulguration and the endovesical use 
of radium has resulted in cures which formerly it 
would have been impossible to obtain by surgical 
methods. 

Statistics show that about 20 per cent of elderly 
men requiring treatment for obstructive conditions 
of the prostate are suffering from carcinoma. In one- 
half of the author’s cases hypertrophy of the prostate 
was also present, obscuring the diagnosis. The pres- 
ence of thickening and hard induration is best deter- 
mined by palpation of the suburethral portion of the 
prostate upon a cystoscope in the urethra. Hard en- 
capsulated areas of the prostate should be suspected. 
In some cases the roentgenogram will differentiate a 
phlebolith or calculus. If the diagnosis is still doubt- 
ful after roentgen examination, exposure through the 
perineum with biopsy is desirable. 

In cases of carcinoma of the prostate in which the 
condition is at all favorable, the radical operation is 
indicated. The capsule of the prostate with the neck 
of the bladder, a large part of the trigone, the seminal 
vesicles, and the ampulle of the vasa deferentia 
should be removed in one piece. Seventy-two per 
cent of the author’s patients subjected to this radical 
operation have survived for from seven to thirteen 
years without recurrence of the carcinoma, and many 
of them have no incontinence. 

The implantation of radium through perineal and 
suprapubic wounds has not been successful. 

The treatment of carcinoma of the prostate by the 
application of radium through the rectum and the 
urethra is to be considered only as a palliative meas- 
ure for the relief of hamaturia and urinary obstruc- 
tion. The technique of the radium application is de- 
scribed and illustrated. 

The introduction of radium needles through the 
perineum or bladder has not proved successful. 

Conservative or partial resection of the lateral and 
median lobes of the prostate to remove obstruction 
when lateral hypertrophy of the prostate is associated 
with carcinoma of the posterior portion has proved 
very satisfactory in cases in which a radical resection 
was not indicated. 

The author believes that the punch operation has 
an important place in the treatment when hyper- 
trophy of the lobes of the prostate is not present. 

Young’s records include twenty cases of sarcoma 
of the prostate and its adnexa. In this condition the 
results of operation were poor, but those obtained by 
the application of radium through the rectum and 
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urethra combined with deep roentgen-ray therapy 
were excellent. 

The author concludes that in the past ten years 
great progress has been made in the early diagnosis 
and cure of malignant tumors of the bladder and the 
prostate. Radical surgery has been very beneficial 
in selected cases, but the greatest benefit has been 
obtained from endovesical treatments with high-fre- 
quency electrical applications and endovesical, ure- 
thral, and rectal applications of radium. 

J. Epwin Kirkpatrick, M.D. 


Puhl: The Roentgen Diagnosis of Urethral Affec- 
tions (Die Roentgendiagnose der Harnroehrenerk- 
rankungen). 53 ag. d. deutsch. Ges. f. Chir., Berlin, 
1929. 

The best contrast medium for the roentgen diag- 
nosis of urethral affections has not yet been definitely 
determined. At the Kiel clinic, umbrenal has been 
used instead of iodipin during the past two years. 

There are two basic types of examination of the 
urethra: the anterior examination and the micturi- 
tion examination. For the anterior examination 
umbrenal is used in a dilution of 1:3. The micturi- 
tion examination is best made after a considerable 
pause in urination in the presence of urinary pres- 
sure. Defects in the contour at the base of the blad- 
der, such as are seen in endovesical prostatic 
hypertrophy, are recognized early and may lead to 
considerable deformity. The elongation of the pos- 
terior urethra in hypertrophy of the lateral lobes of 
the prostate is shown definitely in the anterior view. 
The presence of a stone and its localization are 
readily demonstrated, as are also abnormal dilata- 
tions such as diverticula. The roentgen examination 
is of particular importance in the differentiation be- 
tween organic and functional bladder disturbances. 
In the former, the findings in the anterior picture are 
similar to those in micturition examinations. Stric- 
tures in the anterior urethra are characterized by a 
filling defect. The author distinguishes the following 
four types of stricture: 

1. The bead-like constriction located chiefly in 
the pars cavernosa. This results from induration of 
Littré’s glands and is a postgonorrhceal condition. 

2. The type located in the pars bulbosa. This is 
usually of only moderate extent, with a narrow 
lumen and irregular serrated edges. 

3. The smooth-walled filiform stricture limited to 
the anterior urethra or extending from the anterior 
to the posterior urethra. This is usually of traumatic 
origin. 

4. The catarrhal stricture, with a wave-like out- 
line, which does not produce such high grade ob- 
struction. 

Constriction of the lumen of the posterior urethra 
has not been observed by the author. Roentgen 
examination shows that the changes in the posterior 
urethra are considerably different. The micturition 
examination shows that in narrow and localized 
strictures of the anterior urethra the condition of the 
posterior urethra may be different. As long as the 


muscular powers of the posterior urethra are not 
weakened or compensatorily hypertrophied, dilata- 
tions are not observed. With increased stasis and 
weakness of the muscular powers there arises the 
syndrome of muscular insufficiency of the posterior 
urethra which may assume the characteristics of 
bladder involvement. Injections appearing in the 
obstructed area lead to a breaking down process in 
the region of the prostate and the dilated glandular 
excretory ducts, and are shown in the roentgenogram 
by shadow spots and winding excretory ducts. In 
this manner the posterior urethra may become 
sclerotic and the syndrome of abscess formation on 
infiltration stricture may develop. 

The same changes, even to diverticulum forma- 
tion, are seen in primary infectious processes of the 
posterior urethra. They are of importance in the 
question of the cure of chronic gonorrhoea and 
sterility. Such cavity formations are seen also in 
cases of bilateral specific tuberculous affections, but 
not hematogenous affections of the prostate. 

STETTINER (Z). 


GENITAL ORGANS 


Cammidge, P. J.: Prostatectomy in Diabetes. Proc. 
Roy. Soc. Med., Lond., 1929, xxii, 1021. 


One of the most serious disorders from the 
surgeon’s standpoint which may be encountered in 
patients with hypertrophy of the prostate is diabetes 
mellitus, a condition particularly apt to develop after 
middle life. Although prostatic hypertrophy usually 
develops about ten years later than diabetes, the one 
condition is not infrequently found as a complication 
of the other. In elderly persons the glycosuria is 
almost invariably insidious in its onset and of slow 
progress so that it is present for a considerable time 
before it attracts attention or is discovered acci- 
dentally during routine examination. One of the 
earliest signs of diabetes, particularly in men, is fre- 
quency of urination, but as this is also a sign of 
prostatic hypertrophy, with which the diabetes may 
be associated, the glycosuria is easily overlooked un- 
til urinalysis made before prostatectomy reveals its 
presence. As a rule the amount of sugar passed is 
not large, and as the glycosuria is almost always due 
to defective storage instead of inability to utilize 
carbohydrate, it is readily controlled by dietary 
restrictions. 

With our present knowledge of the defects of 
carbohydrate metabolism and the means of prevent- 
ing and correcting them, operations can be per- 
formed on diabetics with no more risk than on 
other patients, provided adequate pre-operative and 
postoperative treatment is given. In order to pre- 
vent coma it is necessary to eliminate as completely 
as possible the responsible source of the toxic inter- 
mediate products of metabolism, increase the power 
of the tissues to store and utilize the maximum 
amount of carbohydrate, and supply carbohydrate 
that can be easily digested and absorbed in sufficient 
quantity for the needs of the body. 
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The first requirement is met by limiting the intake 
of protein and reducing the fat in the diet to the 
minimum. The second is met to some extent by the 
same measures since an excess of fat, besides being a 
potential source of toxic derivatives in a diabetic, 
interferes with the storage and utilization of carbo- 
hydrate. Therefore a short period on a fat-free diet 
generally results in increased carbohydrate tolerance. 
In a few cases the glycosuria ceases after such re- 
strictions, but as a rule some limitation of carbo- 
hydrate is necessary in addition before the sugar in 
the urine and blood is reduced to the normal limits. 
The improvement from such dieting, although ade- 
quate for ordinary purposes of life, is rarely sufficient 
to bear the extra strain of an operation. Hence it is 
always advisable to increase the storage capacity to 
the desired extent by the administration of insulin 
for a short period at least before and after the opera- 
tion. If necessary, all of the energy requirements of 
the body can be supplied temporarily by glucose. 
Diabetics who are carefully prepared recover from 
operations as well as, and often more quickly than, 
many non-diabetics. 

Because of the patient’s age and the secondary 
effects of the prostatic hypertrophy, special pre- 
cautions are necessary to prevent postoperative com- 
plications. The presence of glycosuria should lead 
to an investigation of the metabolism as a whole to 
determine whether there is anv other metabolic de- 
fect before the patient is subjected to the strain of 
anwsthesia and operation. At the same time the 
nature and extent of the defect in the carbohydrate 
metabolism can be estimated and the treatment 
necessary to control it can be determined. In the 
author’s cases a general chemical analysis of the 
blood is made after an eight- or ten-hour fast, 50 
gm. of glucose are then given as a rule and thereafter 
the blood is examined at intervals of a quarter of an 
hour for two hours. If the blood sugar is high, a 
meal containing from 40 to 60 gm. of starch is sub- 
stituted for the glucose and the blood examinations 
are continued for four hours. In either case the 
urine excreted during the test is collected and the 
findings made in its analysis are compared with those 
of the blood analvsis. A complete twenty-four-hour 
collection of urine is also made while the patient is 
on a test diet and a specimen of faces is subjected to 
chemical and miscroscopic examination. These in- 
vestigations furnish accurate data for a complete 
survey of the metabolism. 

The effects of variations in the blood volume upon 
the percentage composition of the blood are not 
sufficiently appreciated. Some persons dilute their 
blood after a meal while others concentrate it. 
Therefore unless an allowance is made for the 
changes in volume, which may amount to from 30 to 
40 per cent, the conclusions drawn may be very 
erroneous. The same is true of conclusions drawn 
from odd samples of urine and quantitative results 
expressed in percentages. 

As a rule little attention is paid to the faeces. This 
is unfortunate as stool examination often reveals 





abnormalities of digestion and absorption which 
may delay smooth recovery from an operation. 
Many elderly diabetics suffer from intestinal dis- 
turbances which accentuate their metabolic defects. 
As these disturbances frequently produce no obvious 
symptoms, examination of the faces should be part 
of the routine examination. 

In some cases the patient is suffering from a simple 
anapothectic glycosuria without secondary changes 
or complications. In such cases all that is required 
in preparation for operation is a few days on a diet 
low in fat supplemented by the administration of 
from 80 to too gm. of carbohydrate daily and suffi- 
cient insulin to maintain the blood sugar within 
the normal range. Usually, 1 unit of insulin is re- 
quired for each 2 gm. of carbohydrate in the diet in 
excess of the normal tolerance. Occasionally, how- 
ever, much more will be needed to reduce the blood 
sugar to normal and render the urine free from sugar 
because a part of the injected insulin combines with 
the internal secretion of an abnormally active pitui- 
tary to form a loose compound which is inert at the 
average reaction of the blood. If sufficient insulin is 
injected to compensate for the deficiency so caused 
there is always the risk of pituitary exhaustion with 
sudden hypoglycemia, collapse, and death from 
heart failure. It is therefore safer to proceed cau- 
tiously with moderate doses than to induce a rapid 
reduction in the blood sugar with large doses of in- 
sulin. The insulin also increases the amount of 
urinary secretion through its action on the pituitary. 
In cases of prostatic hypertrophy this may cause 
much discomfort. Sometimes it subsides spontane- 
ously, but if not, the insulin should be stopped and 
operation should be done as soon as possible. 

Particular care should be taken in preparing el- 
derly diabetics who are fat as excess fat is a potential 
source of the derivatives giving rise to coma. In the 
cases of such patients a more prolonged course of 
dieting is required than in others to reduce the 
weight to at least the average level. Although there 
may be no acetonuria, there is an acetonemia, and 
when dieting is begun a pronounced acetonuria may 
develop.. This can always be controlled by the 
administration of additional carboyhydrate and 
insulin. If possible, an increase in the amounts given 
should be avoided until the weight has been reduced 
to the required level and then only enough should be 
administered to secure sufficient stores of glycogen 
for the requirements of the operation. 

efficient protein metabolism is also dependent to 
some extent upon the adequate storage and utiliza- 
tion of carbohydrate, but defects of protein metab- 
olism require additional measures. The diagnosis 
of such defects, at least in their early stages, de- 
pends almost entirely upon an increase in the amino- 
acid nitrogen, uric acid, and neucleotid nitrogen of 
the blood. An excess of amino-acid nitrogen in the 
blood is particularly important as diabetic coma may 
be wholly or partially caused by amino-acid poison- 
ing, especially in elderly persons. Hence it is neces- 
sary to make sure that protein metabolism is effi- 
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ciently carried out in all such patients before an 
operation is done. If it is defective, nucleotid-con- 
taining foods should be excluded from the diet and 
the protein intake should be reduced to a low level. 
When there is hepatic insufficiency, thoroughly dex- 
trinized starchy foods are particularly beneficial and 
should be given in considerable quantity, if neces- 
sary, With sufficient insulin to ensure their complete 
utilization. In addition, an abundance of water and 
other fluids is indicated to assist the excretion of 
waste products by the kidneys. Calcium salts are 
given to promote the elimination of harmful acid 
products. Defects of protein metabolism are often 
associated with renal insufficiency. When this is the 
case a diet consisting almost entirely of carbohy- 
drates and the administration of suitable doses of 
insulin are advisable for a few days before the opera- 
tion. A saltless diet and free action of the bowels im- 
prove the renal function. For a day or so before the 
operation the amount of solid food should be re- 
duced to the minimum, the chief food should be 
fruit juices and glucose, and a corresponding amount 
of insulin should be given. 

The preparation for operation of the patient with 
advanced diabetes and serious disturbance of carbo- 
hydrate, fat, and protein metabolism, marked glyco- 
suria, high bleod suzar, excess of acetone in the 
blood and urine, and abnormal protein derivatives 
in the blood is most difficult, but is not hopeless pro- 
vided sufficient time can be devoted to it. The meta- 
bolic defects must be brought thoroughly under con- 
trol before operation is undertaken. Usually treat- 
ment with diet and insulin is necessary for at least 
two or three months. 

One of the chief causes of danger in operations on 
diabetics is the anesthetic. The anesthesia should 
be as short as possible. Operation performed in two 
stages with an intervening interval is borne better 
than operation performed in one stage. Chloroform 
should never be used. Ether is somewhat less harm- 
ful, but nitrous oxide oxygen and spinal anesthesia 
are best. When serious alkalipznia is likely to de- 
velop an intravenous injection of glucose with a 
corresponding dose of insulin should be given im- 
mediately after the operation. 

For at least three or four days after the operation 
the diet should be free from fat, but thereafter great- 
er latitude may be permitted. When the operation 
is performed in two stages the amount of fat in the 
diet should be strictly limited in the interval be- 
tween the stages. Carbohydrate, including glucose 
and fruit juices, should constitute the bulk of the 
diet, and sufficient insulin should be administered 
to maintain the blood sugar as nearly normal as 
possible. After the prostatectomy blood analyses 
should be made frequently. When adequate pre- 
operative treatment has been given there is little 
likelihood of the development of serious acidosis. 
A wise precaution is the determination of the carbon- 
dioxide combining power of the blood plasma or the 
estimation of the carbon-dioxide tension of the 
alveolar air, at least once daily. This is advantageous 
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especially in the presence of chronic intestinal 
catarrh, defective liver or kidney function, and com- 
plications such as diarrhoea, vomiting, persistent 
constipation, and oliguria. Usually an acidosis 
results, but occasionally an alkalosis may develop. 
In either case prompt treatment is essential. 

‘arly acidosis can generally be controlled by suit- 
able dietetic regulations and the cautious administra- 
tion of alkalies, but it 1s safer to begin treatment 
with an intravenous injection of about a liter of 
warm to per cent glucose solution at a rate not 
exceeding from 200 to 300 c.cm. per hour and the 
subcutaneous administration of 1o units of insulin at 
once and at hourly intervals until from 30 to 4o 
units have been given. Simple diabetic acidosis 
responds quickly and a relapse is prevented by the 
glucose, but when the condition is not entirely 
dependent upon the formation of ketone bodies the 
effect produced by a single injection is comparatively 
slight and evanescent. Under the latter circum- 
stances the intravenous injection must be repeated 
once or twice a day for several days. If treatment 
is not begun until the plasma bicarbonate has been 
greatly reduced and the electrolyte concentration of 
the tissues has been materially depleted, an alkali 
should be added to the injection fluid. The best 
alkali is sodium bicarbonate, but the reaction of the 
injection fluid should be as near as possible to that 
of the blood (pH. 7.4). 

The clinical symptoms of alkalosis are at times 
not unlike those of acidosis, but they should be 
differentiated because the treatment of the one con- 
dition is dangerous for the other. Alkalosis may be 
due to too vigorous alkali therapy, but more often it 
is the result of intestinal obstruction. The carbon- 
dioxide combining power of the plasma and the non- 
protein nitrogen of the blood are increased, the 
blood chlorides are diminished, and there is absence 
or pronounced reduction of the urinary chlorides 
and possibly a positive acetone reaction. However, 
too much reliance should not be placed on the car- 
bon-dioxide combining power of the plasma. ‘The 
lowered chloride content of the blood and urine and 
the increase in the non-protein nitrogen of the blood 
are safer guides. The best treatment is the removal 
of the cause, but as a palliative measure, a 3 per cent 
sodium-chloride solution may be injected subcu- 
taneously or intravenously at intervals until the 
chloride content of the blood returns to normal. 

Louts Neuwe tt, M.D. 


Sargent, J. C.: The Interpretation of the Seminal 
Vesiculogram. Radiology, 1929, xii, 472. 


In a series of over 200 vas injections, mild epididy- 
mitis and slight induration of the cord at the site of 
the injection occurred in a few instances. In none of 
the cases followed up did sterility result. Thymol 
iodide in cod liver oil was used. The pictures were 
taken at an angle, with the target over the umbilicus. 

The cases were classified as: (1) normal, (2) acute 
gonorrhoea complicated by epididymitis, (3) acute 
and chronic rheumatism of seminal vesicle origin, (4) 
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chronic gonorrhoeal prostatitis and: vesiculitis, and 
(5) tuberculosis of the epididymis and seminal 
vesicle. 

The normal seminal vesicles resemble each other in 
the delicate details of the cellules. The normal vesicle 
empties itself within from two to five days. The nor- 
mal and the pathological vesicle are shown in 16 
vesiculograms. 

Vesiculitis due to recurrent gonorrhoea showed a 
retention of 50 per cent at the end of nine days. In 
a case complicated by arthritis there was retention of 
25 per cent after three weeks. Another case showed 
retention at the end of four months. These 3 cases 
demonstrated obstruction at the vesical neck or of 
the ejaculatory duct. 

Occlusion of the vas was found in a case of acute 
gonorrhoeal epididymitis and a case of bilateral epi- 
didymitis due to tuberculosis. It occurs most often 
at the coil in the vas as it leaves the lateral pelvic wall. 

Deviations from the normal consist in constriction 
or dilatation of the vesicle. In cases of dilatation of 
the ampulla and ejaculatory duct, epididymitis was 
an outstanding feature. Dilatation of part or all of 
the seminal vesicle usually has its origin in subacute 
inflammation associated with arthritis. 

Contraction of the vesicle is of 2 types. One type 
is the contraction due to acute swelling of the mu- 
cosa in acute gonorrhoea with epididymitis. The 
other is a true sclerotic contraction of the vesical 
wall, the result of continued inflammation. 

The series of vesiculograms made in cases of tuber- 
culosis of the vesicle ranged from one which was nor- 
mal to one which showed nearly complete oblitera- 
tion of the vesicle. In one case of suspected tubercu- 
losis the condition may have been an abscess com- 
municating with the vesicle. 

Various anatomical anomalies were found. 

The author draws the following conclusions: 

1. The normal vesiculogram is constant. 

2. Dilatation of the vesicle in chronic vesiculitis is 
probably atonic in nature and not permanent if the 
inflammation subsides. 

3. Dilatation of the ampulla of the vas or the ejac- 
ulatory duct is the result of organic stricture and is 
permanent if present to any degree. Diminution in 
the cavity of the vesicle is constantly found in acute 
gonorrhceal epididymovesiculitis. The change is tem- 
porary. 

4. Contraction of the wall of the vesicle even to 
the point of obliteration is seen in chronic gonor- 
rhoeal and tuberculous vesiculitis. 

5. Abscess of the vesicle is visualized. 

6. Obstructions of the seminal tract and anomalies 
are demonstrated. CLaupbE D. Pickre.t, M.D. 


MISCELLANEOUS 


Brown, W. L., Dukes, C., Hamill, P., Jeans, F. A., 
and Others: Discussion on Urinary Antisep- 
tics. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1127. 


BROWN states that urinary antisepsis may be at- 
tempted by: (1) intravenous therapy, (2) the oral 
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administration of drugs, and (3) lavage of the uri- 
nary tract from below. In some cases these measures 
must be supplemented by vaccines and the clearing 
up of septic foci. 


INTRAVENOUS THERAPY 


Mercurochrome has been used most widely for in- 
travenous therapy. Braasch and Bumpus found, 
however, that a dose of 4 mgm. per kilogram of body 
weight in a 1 per cent solution was frequently fol- 
lowed by rigors, vomiting, and diarrhoea, and even 
by death. They concluded that the intravenous ad- 
ministration of mercurochrome should be done only 
in emergencies, but that in acute sepsis, when other 
measures fail, it may be given a trial. The number of 
spectacular recoveries following its use excludes coin- 
cidence. Helmholz and Field concluded from experi- 
ments that hexamine is superior to both mercuro- 
chrome and hexyl-resorcinol. Braasch and Bumpus 
found that the intravenous administration of 5 c. cm. 
of a 10 per cent solution of hexamine, repeated daily 
if necessary for six days, speedily reduced fever and 
other symptoms and had no unfavorable effects. 


ORAL ADMINISTRATION OF DRUGS 


Hexamine is perhaps the best known of the urinary 
antiseptics. Following its oral administration it ap- 
pears in the urine in about twenty minutes. As it is 
inert in alkaline urine it is usually given with acid 
sodium phosphate. There is considerable difference 
of opinion as to its value. It sometimes produces 
hematuria. In acute conditions it nearly always 
causes intolerable irritation. In chronic conditions 
and after a vigorous course of alkalies in acute condi- 
tions it may be more successful. To reduce its irri- 
tating effect Brown usually gives it with methylene 
blue. The methylene blue diminishes not only the 
subjective symptoms but also the number of organ- 
isms and pus cells in a few days, although the infec- 
tion persists. 

Acid sodium phosphate increases the acidity of the 
urine and prevents the alkaline tide after meals and 
the slight ammonial decomposition resulting from 
bacterial infection, though it cannot correct strongly 
ammoniacal urine. It is usually given with hexamine. 
Blaustein claims that in alkaline cystitis both cal- 
cium chloride and ammonium chloride are stronger 
acidifiers of the urine. Ammonium chloride is usually 
given in doses of 15 gr. three times a day, but in some 
cases it may be necessary to increase the quantity to 
30 gr. every three hours. 

Benzoic acid is synthesized in the kidney with 
glycin and excreted as hippuric acid. Hippuric acid 
has no antiseptic value, but takes up so much alkali 
as a hippurate that more of the phosphate assumes 
the form of an acid phosphate. The ammonia split 
off from urea by ammoniacal decomposition then 
combines with this acid salt and the urine becomes 
clear. In bacillus coli infection, which is associated 
with acid urine, this drug is not applicable, but in 
infection accompanied by alkalinity of the urine it 
has value. Stockman recommends ammonium ben- 
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zoate, of which a smaller amount is required. The 
ammonium ion is converted into urea by the liver 
and the liberated benzoic acid forms new potassium 
and sodium salts which tend to cause an increase in 
the hydrogen-ion concentration of the blood. To 
prevent this, more acid sodium phosphate is excreted 
and the acidity of the urine is again increased. 

Hexyl-resorcinol is believed by some to be by far 
the most powerful germicide known. It can be ad- 
ministered by mouth. It is non-toxic in therapeutic 
doses, non-irritating to the urinary tract, so stable 
that it is excreted unchanged in the urine, and effec- 
tive whatever the reaction of the urine. Although it 
will act in alkaline urine it becomes inactive if sodium 
bicarbonate is given simultaneously because the lat- 
ter increases surface tension, thereby preventing the 
hexyl-resorcinol from penetrating the crevices where 
bacteria lurk. D. A. Brown has found that it relieves 
bladder irritation in every type of urinary infection, 
decreasing tenesmus and the frequency of micturi- 
tion. In about half the cases, however, there are 
severe gastro-intestinal disturbances. Brown gives 
daily from nine to twelve capsules each containing 
0.15 gm. of the drug. It was necessary to continue 
the treatment for from seven to thirty days in acute 
cases and for from thirty to sixty days in chronic 
cases. Brown believes that when there is an asso- 
ciated infection of the kidney substance, the pros- 
tate, the seminal vesicles, or the urethra the drug 
cannot be brought sufficiently into contact with the 
source of the infection to have much effect. The 
fluid intake should be reduced in order to ensure as 
high a concentration of the drug in the urine as pos- 
sible. Stockman agrees that it reduces the number of 
organisms and relieves symptoms promptly, but has 
not found it especially effective in eradicating in- 
fection. 

Salicylic acid is a powerful antiseptic, but practically 
always appears in the urine in the form of salicyluric 
acid, which is almost inert. Large doses may produce 
a dangerous acidemia. Salol appears in the urine as 
sodium salicylurate and sodium sulphocarbolate, 
which Stockman claims have little antiseptic power. 
Salol may exert its action on the bowel, diminishing 
the absorption of bacillus coli therefrom. 

Boric acid is a weak antiseptic in both acid and 
alkaline urine. Five-grain doses are given in keratin- 
coated capsules to prevent irritation of the stomach. 
In conjunction with salol, it relieves symptoms of 
chronic bacillus coli infections. 

Acriflavine has been given in 1.5-gr. doses in ker- 
atin capsules. Jmn vitro it is more bactericidal in 
alkaline than in acid urine. 

Copaiba and sandalwood oil sometimes relieve 
symptoms and diminish the organisms in bacillus 
coli infection, but are most effective in gonococcal 
cystitis. 

One of the most important steps in the treatment 
of an acute infection of the urinary tract is the chang- 
ing of the reaction of the urine. Alkalinization of the 
urine is best obtained with potassium citrate and 
sodium bicarbonate, and acidification with ammo- 
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nium chloride, calcium chloride, and acid sodium 
phosphate. It may be necessary to change the re- 
action more than once. In acute infection, alkaline 
urine is more tolerable to the patient than acid urine 
The drinking of large quantities of water may be 
helpful but is contra-indicated when urinary anti- 
septics are administered as it may cause too great 
dilution of the drug. 

There is still much discussion as to the value of 
vaccines. Brown believes that they never render the 
urine sterile, but that they may help to relieve tox- 
zmia. They seem to be more effective in coliform 
than coccal infections. 


LAVAGE FROM BELOW 


Brown has occasionally seen marked benefit from 
lavage of the bladder with antisepti¢ solutions, the 
treatment of patches of chronic inflammation in the 
bladder with silver nitrate, and irrigation of the renal 
pelvis through the ureteral catheter. He believes 
that in all cases of urinary infection which do not 
improve quickly under ordinary medical measures, a 
cystoscopic examination should be made and the 
ureters catheterized to determine whether a mechan- 
ical difficulty is present and to discover possible evi- 
dence of tuberculosis, which is the primary cause of 
various secondary infections. 

DUvKEs states that expectations regarding the bac- 
tericidal powers of antiseptics added to urine in vitro 
are far from realized in vivo, and that there is a 
striking contrast between the statements of patholo- 
gists regarding antiseptic coefficients and clinical evi- 
dence. Apart from the fact that the environment in 
the body is different from that in the test tube, the 
disagreement in clinical testimony is due to the mis- 
cellaneous character of the cases included, both cur- 
able and incurable affections, diseases of long and 
short natural duration, and even pyuria of uncertain 
origin. 

The ideal conditions for a study of the influence of 
urinary antiseptics are infections developing at a 
known date in patients with an otherwise healthy 
urinary tract which, if untreated, will have a predict- 
able duration. Dukes studied twenty-eight cases of 
catheter cystitis. In none of seven cases treated with 
hexyl-resorcinol (caprocol) was there any evidence of 
immediate cure. In two cases which showed slight 
improvement the infection was mild with little pus 
and no bladder symptoms. In both the pus dis- 
appeared after four weeks, which is the natural dura- 
tion of the disease in favorable cases. In the five 
other cases no benefit was derived from the treat- 
ment. In twelve cases treated with hexamine it was 
found that when doses of 10 gr. of hexamine, 30 gr. 
of acid sodium phosphate, 15 minims of tincture of 
hyoscyamus, and 1 oz. of infusion of buchu were 
given three times a day, hexamine could always be 
recovered unchanged from the urine, but the degree 
of acidity necessary for the liberation of formalde- 
hyde was reached and maintained in only a small 
minority of the cases. Only one patient showed defi- 
nite improvement. Most of the patients complained 
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of bladder irritation and increased frequency of uri- 
nation. The routine use of hexamine as a prophylac- 
tic measure did not prevent the development of cys- 
titis. 

The antiseptic action of methylene blue is almost 
negligible. Four cases were treated with methylene 
blue without benefit. 

Alkaline treatment is not antiseptic, but is fol- 
lowed by relief of bladder irritability. Patients given 
such treatment were more comfortable than those 
who were treated with caprocol, hexamine, or 
methylene blue. 

HAMILL states that hexamine and acid sodium 
phosphate cannot be pushed in the early stages be- 
cause of the pain. With free drinking of water the 
condition clears up as quickly as under hexamine 
treatment. The alkaline treatment renders urination 
painless and free water drinking is accepted by the 
patient. Methylene blue renders the patient more 
comfortable, but does not decrease the pus. When 
flavine is added to the alkali, comfort ensues more 
rapidly. Caprocol produces comfort fairly soon; 
little fluid should be given with it. There is no ad- 
vantage in making the urine alkaline when caprocol 
is used. 

Jeans has found that in renal tuberculosis hex- 
amine irritates the kidneys if there is nothing to 
counteract it. In a kidney filled with pus the liber- 
ated formaldehyde is not irritating. 

GARROD reported experiments showing that to ar- 
rest the growth of the bacillus coli the urine must be 
made strongly acid, which makes the patient un- 
comfortable. 

FEILDEN considers urotropin with acid sodium 
phosphate and flavine the most important of all uri- 
nary antiseptics. Urotropin often exaggerates the 
symptoms. Feilden has obtained better results with 
flavine in doses of 14 gr. three times a day after 
meals. He found it more effective when it was given 
with alkali. 

Barron believes that in ordinary cystitis the best 
drug is urotropin. Urotropin is powerless in alkaline 
urine. Large doses are contra-indicated, especially at 
night, as they may irritate the bladder. The gastro- 
intestinal discomfort associated with the use of uro- 
tropin can be obviated by giving it from one-half to 
three-quarters of an hour before meals rather than 
with or after meals. Barton disapproves of large 
doses of hexamine with enormous doses of sodium 
bicarbonate in bladder conditions because the pa- 
tient is made more uncomfortable when the bladder 
is flooded with alkali. 

EVERIDGE stated that better results are obtained 
when hexamine is given some time after the acid 
sodium phosphate. 

GRAHAM reported that he had never noted any 
benefit from hexamine. 





INTERNATIONAL ABSTRACT OF SURGERY 


LEPPER stated that in some acid urines hexamine 
may exert an effect on certain strains of bacillus coli, 

Jory stated that there is practically no antiseptic 
which is of value at the kidney level. Even in bladder 
infection the results are on the whole disappointing. 
Any kidney infection which persists longer than a 
few months will continue indefinitely and in time 
will become bilateral, resulting in death. 

Louis NEuwE tt, M.D. 


Augé and Bernard: Iliopubic Fracture Due to a 
Bullet; Secondary Injury of the Bladder; Re- 
sults of Operation Complicated First by Acute 
Gonorrhoea and Then by Secondary Vesico- 
prostatic and Urethral Stones (Fracture ilio- 
pubienne par balle; plaie secondaire de la vessie; 
suites opératoires compliquées par une blennorragie 
aigué, puis par une lithiase vésico-prostatique et 
urétrale secondaire). J. d’urol. méd. et chir., 1929, 
xxvii, 334. 

The case reported was that of a cavalry officer 
who was injured by a bullet on August 20, 1925. 
The entrance wound was in the middle of the left 
buttock and the exit wound about a finger’s breadth 
above Poupart’s ligament on the left side and’ 2 cm, 
within the vessel sheath. As there were no urinary 
symptoms the patient was sent to a hospital back of 
the lines. He was able to urinate spontaneously, but 
was suffering from acute gonorrhoeal urethritis. 

On August 26 the dressing was found wet with 
urine which had come from the wound of exit of the 
bullet. Roentgen examination showed a fracture of 
the iliopubic and ischiopubic branches on the left 
side near the symphysis with very sharp fragments. 
Following the introduction of a sound into the 
bladder through the exit wound the temperature fell. 

At operation, performed on September 11, the 
bone fragments were removed, the bone was curet- 
ted, the bladder wound was sutured, and a catheter 
was inserted through a cystostomy opening. Later 
two attempts were made to substitute a retention 
urethral catheter, but the gonorrhocal urethritis be- 
came so acute that this was impossible. The supra- 
pubic drain was finally removed and a retention 
catheter inserted on March 6. Irrigation of the 
bladder was then done through the retention cath- 
eter. During June, the patient developed a focus 
of periurethritis and an abscess of the scrotum 
which required evacuation. In July, the bladder 
was opened for the removal of a bone fragment, and 
on March 19, 1927, an operation was performed for 
the removal of stones from the urethra and bladder. 
After recovery the patient was able to urinate nor- 
mally. When he was last seen in February, 1929, he 
had resumed his cavalry service and was entirely 
free from urinary symptoms. 

AupREY G. Morcan, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Jaffe, H. L.: The Structure of Bone, with Particu- 
lar Reference to Its Fibrillar Nature and the 
Relation of Function to Internal Architecture. 
Arch. Surg., 1929, xix, 24. 

Coarse fibered or primary bone is the type present 
in the fetus and the newborn. It is gradually re- 
placed by the finer fibered adult bone and by the 
fourth year has disappeared. It is present also in 
osteogenetic sarcoma, in the early callus of bone 
repair, and at the points where tendons are attached 
to bone. 

In structure it consists of closely meshed, inter- 
lacing, and anastomosing fiber bundles in which bone 
cells are embedded irregularly. The haversian 
canals lie in a general longitudinal direction, but are 
irregular in size and shape. The bone cells are larger 
and the haversian canals wider than those of adult 
bone. 

The method of formation of the calcified portion of 
coarse fibered bone seems to be still unknown. Some 
believe that the calcium is deposited between the 
fibers independently of the osteoblasts. Others 
hold that primary bone develops everywhere from 
the mesenchyme through the medium of the osteo- 
blasts. ‘The author holds the latter view. 

Fine fibered or lamellar bone replaces the coarse 
fibered bone at about the fourth year of age and by 
the eleventh year there is no further change, the 
adult structure having been reached. The vascular 
spaces in this structure are larger and more numer- 
ous nzar the epiphyseal lines and near the periosteum 
along the shaft. Shortly after birth, osteoblasts 
penetrate the coarse fibered bone and lay down 
concentric deposits of bone, forming the haversian 
system. This process seems to take place earliest 
near the center of the shaft since the haversian 
systems are more compact in that region. The com- 
pact bone of the cortex is laid down around the 
blood vessels of the haversian canals and is found in 
layers deposited by the periosteum and the endos- 
teum. 

The histological unit of adult bone of the shaft is 
the haversian canal with its lamella. This is formed 
by osteoblastic cells deposited along a central blood 
vessel, layer after layer, to replace the primary 
coarse fibered bone. The primary bone is probably 
not eroded but disappears, its elements probably 
being used to build the new compact bone. The 
lamella vary in thickness from 4 to 11 micra. The 
area of anastomosing haversian systems is separated 
from the periosteum by the outer ground lamella, 
and sometimes from the marrow cavity by a layer 
of inner ground lamellz. 


The living bone cells lie in lacuna between the lay- 
ers of a haversian system. Each lacuna is connected 
with all neighboring lacune by fine canals which fur- 
nish a means for the circulation of nutrient fluid 
from the central artery of the system. The ground 
substance of the bone consists of innumerable 
fibrilla with calcium salts impregnated between 
them. The fibrils are similar to those of connective 
tissue, and their general direction is spiral around 
the haversian canals. 

The interstitial lamellw fill in between the haver- 
sian systems and are quite similar in structure to 
the latter. ‘The haversian systems are separated 
from each other and from the interstitial and 
ground lamella by cement lines. The separation 
is not absolute since a few canaliculi penetrate the 
cement lines and establish a communication be- 
tween the systems. ‘The anastomoses are impor- 
tant in the growth of the formed bone. 

Sharpey fibers are described as bundles of fibrous 
tissue running more or less obliquely through the 
entire cortex. They are most numerous in primary 
bone and rather infrequent in adult bone. 

Spongy bone, which makes up the bulk of tissue 
and carpal bones, ribs, and vertebra, and the ends 
of long bones, is composed of tubes, plates, hemi- 
spherical spaces, and trabecul, all of which form a 
network giving maximal strength with minimal 
weight. In the epiphyseal ends of bones the spongy 
bone predominates over the dense cortical bone. 

The structure of the trabeculz is the same as that 
of the lamellar systems. The meshes of the spongy 
bone support the active cellular bone marrow. 

Wollfi’s law of adaptation of structure to function 
has been accepted for many years by most general 
and orthopedic surgeons. ‘The best example of this 
law is the lines of the trabecule in the neck of the 
femur. Wolff showed that these lines conform to 
the directions of greatest stress. He concluded that 
it was a purely mechanical principle, but anatomists 
and embryologists contend that the phylogenetic 
and hereditary factors are the most important. 
Every tissue seems to have an innate architecture 
which is followed in the growth of that tissue even 
when it is transplanted to an abnormal location. 

WiciraM A. Crark, M.D. 


Burke, G. R.: Hereditary Deforming Chondro- 
dysplasia (Multiple Cartilaginous F xostoses). 
A Report of ‘Three Cases in One Family. J. 
Bone & Joint Surg., 1929, Xi, 570. 

The author reports the occurrence of multiple 
exostoses in a son and two daughters of one family. 
The mother had died during an operation for the 
removal of a tumor diagnosed as a malignant osteo- 
chondroma of the scapula. The father showed no 
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evidence of chondrodysplasia. As the inheritance 
of deforming chondrodysplasia is usually immediate 
from the parent and as no cases of transmission 
through an unaffected male have been reported, the 
author assumes that in his cases the condition was 
inherited from the mother. 

Ehrenfried states that the most frequent and seri- 
ous complication of hereditary deforming chondro- 
dysplasia is the development of a rapidly growing or 
malignant osteocartilaginous tumor in one of the 
exostoses. He estimates that this complication has 
occurred in about 5 per cent of the reported cases. 
The change may develop between the ages of eleven 
and fifty-nine years, but it usually occurs soon after 
the cessation of skeletal growth, that is, between the 
ages of twenty-five and thirty-five years. 

According to the author, it is perhaps significant 
that only one of the three young persons whose cases 
he reports complained of symptoms, and it was 
doubtful whether the shooting precordial pain for 
which this subject sought treatment was attribut- 
able to the chondrodysplasia. 

H. Earte Conwe tt, M.D. 


Cecil, R. L., Nicholls, E. E., and Stainsby, W. J.: 
The Bacteriology of the Blood and Joints in 
Chronic Infectious Arthritis. Arch. Int. Med., 
1929, xliii, 571. 

The authors first review the literature on the 
etiology of chronic infectious arthritis. The rela- 
tionship of focal infection to the disease was pointed 
out by Billings twenty years ago. According to 
McCrae, the organisms do not themselves invade the 
joints. Pemberton believes that intestinal infection 
is responsible for the condition in many cases and 
that the streptococcus hemolyticus and streptococ- 
cus viridans are the most common organisms. In 
1913, Hastings used the complement-fixation test to 
determine the organism. This method was repeated 
by Burbank and Hadjopoulos. In 1914, Rosenow 
made cultures of the joints and glands in chronic 
infectious arthritis. Later, similar studies were 
made by numerous other investigators. The most 
common organisms found were the streptococcus 
hemolyticus and streptococcus viridans. 

The study reported in this article was made on 
seventy-eight patients, chiefly of the neurotic type, 
who gave a history of the sudden or gradual develop- 
ment of pain, stifiness, and swelling in several joints. 

The authors suggest for such a study the selection 
of patients with swelling of the fusiform type in 
several joints. From 20 to 30 c. cm. of blood should 
be taken for the culture several times, preferably 
after joint exercise. The original cultures must be 
kept under observation in the incubator for at least 
four weeks and subcultures should be made every 
four or five days during this period. Before the 
original broth flasks are discarded some of the me- 
dium should be centrifugalized and cultures should 
be made from the sediment. 

A streptococcus was isolated from the circulating 
blood in 61.5 per cent of the seventy-eight cases re- 
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viewed. Ejighty-three and three-tenths per cent of 
these organisms appeared to be attenuated hemo- 
lytic streptococci. The same type of streptococcus 
can sometimes be cultivated from one of the joints 
of the same patient. This “typical strain” fulfills 
the requirements of Koch’s postulate. 

The authors conclude that the observations made 
in their study confirm the theory that chronic infec- 
tious arthritis is a streptococcal infection which is 
caused in a large proportion of cases by a biologi- 
cally specific strain of streptococcus. 

Rosert V. Funston, M.D. 


Burckhardt, H.: Tuberculous and Non-Tubercu- 
lous Chronic Diseases of the Joints (Ueber 
tuberkuloese and _ nichttuberkuloese chronische 
Gelenkerkrankungen). Chirurg, 1929, i, 145. 

The fact that many joint diseases of obscure 
etiology are believed to be tuberculous when they 
are not has frequently led to improper methods of 
treatment on the one hand and a false conception 
of the value of methods of treatment used in tuber- 
culous arthritis on the other. Therefore knowledge 
of non-tuberculous chronic joint diseases is of 
special importance. The incipient states of tuber- 
culosis, namely, the condition designated as “‘hy- 
drops” or “fungus,” are particularly difficult to 
differentiate, but even the caseating and fistulous 
forms may at times offer difficulties in the diag- 
nosis. 

Hydrops and fungus (the formation of externally 
palpable tissue in the joint capsule or within the 
joint) are not always caused by tuberculosis. 
Perthes’ disease used to be considered a tuberculous 
focus of the femoral neck, and even today, in its 
early stages, doubt may exist until the nature of 
the condition is shown in its later stages by the roent- 
genogram. 


Among other conditions with a benign course 


which were formerly considered tuberculous and were 
diagnosed by the roentgenogram are types of con- 
genital hypoplasia of the hip joint, mild types of 
coxa vara, loosened epiphyses at the upper end of 
the femur, and numerous cases of the so-called 
malacia or epiphyseal necrosis (Kienbock’s malacia 
of the semilunar bone, the first Koehler’s disease 
of the scaphoid, disease of the head of the second 
metatarsal bone, and the recently described Calvé’s 
disease of the vertebra). 

Differentiation from tuberculosis is of great im- 
portance also in the group of joint conditions pro- 
duced by mechanical factors (internal disturbances 
of the joint). These have been studied most ex- 
tensively in the knee where they occur most fre- 
quently. They include free joint bodies, tearing of 
the menisci, extensive detachments of the joint 
surface, laceration of the cruciate ligaments, and 
similar disturbances of the joint mechanism which 
cause irritation of the synovia. However, there are 
a large number of cases of this character in which no 
history of trauma can be elicited. From the absence 
of such a history has arisen the theory of the non- 
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traumatic genesis of such conditions (osteochondritis 
dissecans). With regard to the knee joint, the author 
has shown that extraordinarily great force effects 
may occur without the patients’ realizing their full 
extent, simply because of the enormous forces pro- 
duced by the lever action of the powerful muscle 
pull through the long joint ends. 

As regards the internal disturbances of the knee 
joint, roentgen studies have advanced our knowl- 
edge less than the ever-increasing operative inter- 
ventions in such cases. Perhaps we might learn 
more in this way in the case of the other joints. Next 
to the knee joint the elbow joint has received most 
attention. 

A third group of diseases which, especially in 
their beginning stages, are easily confused with 
tuberculosis, are conditions which have long been 
known, even as regards the difference in their 
character from that of tuberculosis, and have been 
fairly well studied, viz., the gouty joint, joint syph- 
ilis, many cases of arthritis deformans, the joint 
of the hemophiliac, monarticular forms of chronic 
joint rheumatism, and primary chronic osteo- 
myelitis. 

Finally there i is chronic synovitis, which cannot 
be classified in any of the previously known 
categories. ‘Two types of this condition may be 
provisionally differentiated: bilateral intermittent 
knee-joint effusions of non-specific nature, in which 
the definitely malignant character of tuberculosis 
is absent, and a condition (also occurring in the 
knee) which does not at first differ in any respect 
from beginning tuberculosis in the sense of hydrops 
and fungus, but the non-tuberculous nature of 
which is proved beyond doubt by histological ex- 
amination of the tissues within the joint, guinea- 
pig tests, and the further course of the disease. 

FLEescH-THEBESIUS (Z). 


Steinmann, F., and Waegner, K.: Accidental and 
Occupational Injuries of the Spinal Column 
from the Carrying of Loads (Unfall-und Berufs- 
schaedigungen der Wirbelsaeule beim Lastentragen). 
Schweiz. med. Wchnschr., 1929, i, 73. 


Among the occupational injuries caused by the 
carrying of heavy loads the changes in the spinal 
column play a much more important part than was 
formerly believed. In the spine the results of a dis- 
turbed relationship between functional demand and 
functional ability are more marked than in the other 
parts of the motor and supporting apparatus. 

Among other pathological conditions the authors 
discuss spondylitis deformans. In many cases of 
this condition a traumatic cause is assumed when 
the part played by trauma cannot be proved de- 
finitely. Under such circumstances the spondylitis 
deformans may be due to influences affecting a 
latent predisposition more than a trauma in the 
true sense of the word. The authors have seen many 
cases in which a barely noticed trauma led to the 
deforming processes in the spinal column in persons 
who had been carrying heavy loads for years. When 
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in such a case a previous inflammatory process can 
be excluded with some certainty, trauma must be 
considered the cause. 

Thus there is also the possibility of Kuemmel’s 
spondylitis in a spinal column injured by a slight 
trauma following too early resumption of work 
during a pain-free interval. It may be assumed also 
that in spondylitis deformans there is a similar pain- 
free interval and that symptoms are produced only 
by the development of proliferative changes. More- 
over, when we assume that a slight trauma will not 
lead to the changes described in a normal organism, 
but that there exists a latent tendency as a result 
of constitutional processes or an existing or passed 
infection, the indirect relationship of the condition 
to the trauma cannot be disputed. The tendency 
toward disease may be the result of metabolic 
disturbances, cardiac and vascular diseases, and in- 
fections of a very light nature. A staphylomycosis 
or dental caries is quite sufficient for the develop- 
ment of a hematogenic injury of the especially 
sensitive spinal column. 

The authors demand a reduction of the loads 
allowed legally such as has already been proposed 
frequently by others. 

Among the conditions which are caused by the 
carrying of heavy loads, the authors include the 
kyphosis of adolescents in the juvenile asthenic type 
of person, in which the proliferative process is charac- 
terized by typical epiphysitis of the vertebra; and 
the so-called rheumatic symptoms, the sciaticas and 
lumbago of load carriers. For the latter group the 
authors have been able, by means of roentgenog- 
raphy, to demonstrate the most varying causes 
such as ossification of the interspinal ligament, de- 
forming thickenings on the articular processes of the 
vertebre, etc. These vertebral diseases are of two 
types: the ankylosing spondylitis deformans, in which 
the vertebral bodies remain intact and only the 
small joints are diseased primarily, and the spondy- 
litis deformans with primary disease of the vertebral 
bodies and vertebral disks, especially at the upper 
and lower borders of the former. The latter form 
occurs chiefly in carriers of loads. 

Special demands are made on the two lumbosacral 
joints which are under unfavorable static conditions 
during the carrying of loads and are subjected to 
strain also during the act of walking by the alternate 
curving of the lumbar portion of the spinal column. 
These joints may therefore be injured by a very 
slight misstep. In addition a number of anomalies 
occur in this region, such as spina bifida at the 
fifth lumbar or first sacral vertebra, sacralization of 
the fifth lumbar vertebra or lumbarization of the 
first sacral vertebra, and spondylolysis, i.e., an artic- 
ular union between the arch and body of the verte- 
bra. These anomalies limit the carrying ability of 
the vertebral column very markedly and lead to 
its failure when functional demands are made upon 
it. Therefore such conditions as spondylolisthesis, 
for example, are not very rare in carriers of heavy 
loads. Deus (Z). 
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Jansen, M.: The Large Brain, the Wide Pelvic 
Girdle, and the Outstanding Number of Hip 
Anomalies in Man (Coxa Vara, Coxa Fracta, 
Coxa Plana, Coxa Valga, Slipping Epiphysis, 
Malum Coxe). J.Bone & Joint Surg., 1929, xi, 461. 


The author states that the various investigators 
searching for the cause of coxa plana have limited 
themselves to tracing the cause of the most obvious 
sign of the condition, viz., the softness of the upper 
end of the femur. They either do not mention or do 
not take into account in their explanation the nu- 
merous other phenomena such as rotation of the head 
of the femur to the horizontal plane, the ‘‘jockey- 
cap” form, the lateral displacement of the head 
(head-in-neck position), the ‘‘chin formation” on the 
inner side of the neck, the mesial gap between the 
socket and head, and the depression in the socket 
roof. All of the factors to which the softness of the 
femoral head has been attributed—circulatory dis- 
turbances, trauma, inflammation, rickets, an un- 
known disease, congenital anomalies of the femoral 
head, and endocrine disturbances—taken either 
separately or in the most diverse combinations fail 
to account for the phenomena mentioned or are 
incompatible with them. 

This statement applies also to the factors sug- 
gested as responsible for the changes accompanying 
coxa plana (either in the same person on the “nor- 
mal” side or in other members of the same family), 
the incipient stage of coxa plana, coxa vara, coxa 
fracta, slipping epiphysis, and malum coxe as well 
as the congenital changes (dislocation of the hip, 
spina bifida, club-foot, and other congenital malfor- 
mations) with which all of these conditions are fre- 
quently associated. 

Grounds have been adduced only for circulatory 
disturbances (Axhausen, Mueller, and Phemister). 
The assumption of an external trauma and of emboli 
and bacteria as causal agents is opposed by clinical 
facts, but we are justified in assuming an internal 
trauma as a Causal agent of coxa plana because the 
ever-present flattened (widened) hip socket may 
bring about the slow rotation and the lateral dis- 
placement of the femoral head and circulatory dis- 
turbances within it. Displacement of the femoral 
head means injury to the cancellous tissue in the 
femoral neck and subsequent traumatic or repair 
plasticity. 

By assuming a too small amnion to be the cause 
of the flattened hip socket we can understand 
why, in coxa plana, the “well” side is regularly 
affected; why coxa plana often occurs in many 
members of the same family, alternating not only 
with the other sequel of flattened hip socket, the 
nature of which is determined by the greater or 
lesser degree of feebleness of growth of the skeleton 
or the intensity of the acting forces, but also with 
congenital malformations occurring in other parts 
of the body which, like the flattened hip socket, are 
in their turn caused by limitation of space brought 
about by a too small amnion. 

H. Earte Conwett, M.D. 
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Lippmann, R. K.: The Pathogenesis of Legg- 
Calvé-Perthes’ Disease, Based upon the Path- 
ological Findings in a Case. Am. J. Surg., 19209, 
vi, 785. 

In the case reported in this article the pre-opera- 
tive diagnosis was epiphyseal separation. At opera- 
tion, the head of the femur was removed and a 
Whitman reconstruction was done. 

Microscopic study of the excised femoral head 
showed a massive subchondral bone and marrow 
necrosis involving about half of the spongiosa. This 
area was bordered in places by a zone composed of 
vascular mesenchymatous tissue. The epiphyseal 
line was intact except for one small area of similar 
reaction tissue. In the round ligament, extensive 
cedema and hemorrhage was found. The blood 
vessels showed obliterative thickening and areas of 
cellular infiltration. On one side of the ligament 
there was fresh granulation tissue containing dis- 
tended capillaries. 

The deformity of the femoral head is secondary 
to the collapse of the underlying necrotic bone. 
Although vascular occlusion of the lateral epiphyseal 
vessels and the ligamentum teres seems to be the 
probable cause of the syndrome, local osteomyelitis 
must also be considered an etiological factor. 

Rupoten S$. Reicn, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Juvara, E.: Re-Establishment of the Continuity 
of the Femur and Tibia, After Resection of 
One of the Epiphyses Constituting the Knee 
Joint, by Means of a Graft Taken from the 
Extremity of the Normal One of the Two 
Bones (Reconstitution de la tige osseuse fémoro- 
tibiale interrompue par la résection d’une des 
extrémités osseuses qui constitue l’articulation du 
genou, par une greffe provenant du dédoublement de 
Vextrémité osseuse opposée). Bull. et. mém. Soc. nat. 
de chir., 1929, lv, 541. 

The operation devised by Juvara is intended to 
overcome the shortening that results from an exten- 
sive semi-articular resection of the knee. When the 
lower half of the femur has been resected a massive 
graft is removed from the tibia to fill the defect, and 
when the upper end of the tibia has been resected 
the graft is taken from the femur. The technique is 
carried out as follows: 

Under spinal anesthesia an incision from 35 to 45 
cm. is made over the lower half of the femur, the 
knee joint, and the upper half of the tibia following 
the internal border of the rectus femoris, patella, 
and patellar tendon and the anterior surface of the 
tibia just medial to the crest. This incision goes to 
the bone. The patellar tendon is detached with a 
portion of the tubercle. 

When the lower end of the femur is to be resected 
it is progressively denuded anteriorly, laterally, and 
medially. The knee is then flexed, the femur dis- 
located forward by sectioning the ligaments, and the 
posterior surface is exposed. The epiphysis is re- 
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sected two finger-breadths above the tumor. In 
the shaft of the femur an anteroposterior step 3 cm. 
long and slightly less than half the thickness of the 
bone in depth is formed. The articular surface of 
the tibia is removed with the saw. 

To determine the length of the graft the leg is 
extended to give it its normal length and with a 
compass the distance is measured from the step in 
the femur to the lower limit of the tuberosities of the 
tibia. This distance is marked on the crest of the 
tibia with the saw. After separation of the muscles 
from the lateral surface the tibia is sectioned longi- 
tudinally, the anterior half of the bone being thereby 
removed as far as the saw mark. The graft is then 
freed by a transverse cut, reversed, engaged in the 
step in the femur, and wired in place. The lower end 
of the graft is wired or nailed to the tibia. The 
posterior surface of the patella is denuded, and also 
a corresponding area on the graft to which the 
patella is nailed. 

The quadriceps are carefully brought together 
about the graft with a few heavy, deeply placed 
catgut sutures. 

Well-padded, the limb is placed on a posterior 
plaster splint extending from the toes to the base 
of the thigh. 

When the upper end of the tibia must be resected 
the aponeurosis of the lateral group of muscles is 
incised along the tibial crest from the head of the 
fibula to a point well below the tumor. The muscles 
are retracted laterally and the interosseous ligament 
is incised, together with the anterior tibiofibular 
ligament, close to the tibia. The tendons inserting 
on the medial surface of the tibia are detached and 
the tibia is luxated forward to permit denudation of 
the posterior surface of the tumor and section of the 
posterior tibiofibular ligament. The shaft of the 
tibia is sectioned below the tumor with a Gigli saw. 
A step is cut in the shaft and the graft is removed 
from the femur in a manner similar to that of the 
preceding operation. The condyles of the femur 
are freed of cartilage by means of a thin saw that 
follows the curve of the joint surface. 

After the operation the alignment of the bones is 
verified by roentgenograms. Immobilization in 
plaster must be maintained for five or six months. 
At the end of this period a moulded leather or cellu- 
loid brace is fitted and the patient is allowed up with 
crutches. Eventually he uses a cane. A cure is not 
to be expected until three or four years after the 
operation. 

This method of treatment is suited to cases of very 
large giant-cell sarcoma. Small sarcomata can be 
cured by roentgenotherapy, and those of medium size 
by curettage and packing with boneor cartilage grafts. 
The larger tumors require a parosteal resection. 
The author’s operation makes it possible to con- 
serve the limb. 

Five cases operated on in the manner described 
are reported in detail. In all, the results as to func- 
tion and cure were excellent. Two patients have 
been followed for four years and one patient for 


five years. The roentgenograms give the impression 
of an ordinary orthopedic resection of the knee. 
In two cases a firm pseudarthrosis developed at 
the epiphyseal end of the graft, but resection was 
followed by permanent bony union. 

ALBERT F, De Groat, M.D. 


FRACTURES AND DISLOCATIONS 


Wakeley, C. P. G.: Fractures of the Pelvis: An 
Analysis of 100 Cases. Brit. J. Surg., 1920, xvii, 22. 


The too fractures reviewed included 44 of the 
entire pelvic girdle, 18 of the ilium, 24 of the pubis, 
5 of the ischium, 4 of the sacrum, 3 of the coccyx, 
and 2 of the acetabulum. 

The thickest and strongest part of the ilium is 
a bar of bone extending from the acetabulum up- 
ward. Most fracture lines stop short of this bar. 

In general, fractures of the whole pelvic girdle 
are of 2 types: (1) those of the pubic rami on one 
side and of the ilium near the sacrum on the other; 
and (2) those confined to one side, traversing the 
pubic rami, ischium, and anterior sacral foramina. 

Most patients with fracture of the pelvis are in 
shock. They complain of pain in the pubic region 
on coughing and a sensation of falling to pieces. 
The abdomen seems to be continuous with the 
thighs, and the fold due to Poupart’s ligament is 
obliterated. Because of the danger of injury to the 
bladder or other viscera it is not wise to manipulate 
or try to obtain crepitus. ‘The patient should be 
placed on a fracture bed with a divided mattress. 
A catheter should be passed, and if urethral lacera- 
tion is found a perineal incision should be made to 
prevent urinary infiltration. After about ten days 
the author applies a plaster-of-Paris double spica 
cast. This is kept on for six weeks. At the end of 
nine weeks the patient is usually up on crutches, and 
at the end of twelve weeks he discards the crutches. 

Of the 44 cases of complete girdle fracture re- 
viewed, visceral complications occurred in 6. Five 
of the cases with visceral complications were those 
of men with urethral or bladder laceration. 

The 18 fractures of the ilium were all caused by 
direct trauma. There were no visceral complications. 
The treatment was the same as for fractures of the - 
entire pelvic girdle. 

Of the 24 fractures of the os pubis, bladder or 
urethral complications were present in 5. 

The fractures of the ischium were treated by rest 
in bed for six weeks followed by massage. ‘There 
was no resulting disability. 

One of the 2 fractures of the acetabulum was of the 
posterior lip as a complication of posterior disloca- 
tion of the hip. ‘The other was a stellate fracture due 
to force transmitted through the neck and head of 
the femur. Both were treated by preliminary weight 
extension for two weeks followed by the application 
of a plaster-of-Paris cast for six weeks. Recovery 
without disability resulted in about three months. 

The fractures of the sacrum were all due to severe 
direct violence. There were no complications except 
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neuralgia of the fourth sacral nerve in 1 case. ‘The 
treatment was the same as for fractures of the entire 
pelvic girdle. 

Two of the 3 coccyx fractures required subse- 
quent excision of the fragment which was displaced 
forward. Wirtram A. Crark, M.D. 


Conwell, H. E.: Acute Fractures of the Shaft of the 
Femur in Children. J. Bone & Joint Surg., 1929, 
Xl, 593. 


The author describes in detail an overhead 
wooden frame for the treatment of fractures of the 
femur by extension and suspension, and reviews the 
opinions of a number of authorities regarding the 
treatment of fractures of the femur in children. 

The main forms of treatment of fractures of the 
femur in children are: (1) the use of the plaster cast, 
(2) the application of a plaster cast and extension 
obtained by means of adhesive, calipers, or the 
Steinmann pin, and (3) suspension and extension. 

The third method has several subdivisions, viz.: 
Buck’s extension; skeletal traction (by means of 
calipers and Steinmann pins) in the horizontal or 
perpendicular position (this method is rarely used 
and should be employed only when amputation is 
being considered or no other method is applicable; in 
the use of skeletal traction in the cases of children 
interference with epiphyseal growth should always 
be kept in mind); suspension and extension of one 
or both thighs in a perpendicular elevation with 
adhesive traction to the skin; extension of one or 
both thighs in a horizontal or perpendicular position 
with the aid of the Thomas or Hodgen splint; and the 
use of the Bradford frame. 

Excellent results have been obtained by all of 
these methods, but the suspension and extension 
method is the most popular. 

Treatment by open reduction should be the last 
- resort and usually is unnecessary in the treatment of 
fractures of the femur in children. 

Treatment with the plaster cast gives better 
results in the cases of very young children than in 
those of older children. The use of the plaster cast 
and extension gives better results in the older child. 
Up to the age of ten or eleven years suspension and 
extension give better results than the use of the 
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plaster cast alone or the use of the plaster cast 
combined with extension. 

A careful physical and roentgenological examina- 
tion and careful consideration of the history are 
essential in every case. Immediate reduction with 
the aid of the fluoroscope should be done. Every case 
of fracture of the femur should be considered an 
emergency case and given immediate treatment. 

Unnecessary manipulation of the fractured limb is 
to be avoided. A general anesthetic, preferably 
ether, should be given at the time of reduction unless 
it is contra-indicated by the general condition, in 
which case a local anesthetic should be used. 

Attention should be paid to conservation of the 
muscle and of the motion of the adjoining joints in 
order that convalescence may be hastened and grave 
deformities and permanent disabilities may be 
prevented. For this purpose frequent applications 
of physiotherapy are recommended. Frequent roent- 
genograms should be made. 

Good alignment is most important. 
importance is bone approximation. 

It is definitely concluded that compensatory 
lengthening takes place and that correction of poor 
alignment also occurs, but chiefly in patients under 
eight years of age. 

The suspension and extension method is by far the 
most comfortable and gives the best results. It 
facilitates frequent daily examinations and frequent 
checks with the X-ray, the dressing of compound 
wounds, the application of radiant light and hot 
baths, and active and passive motion, all of which 
hasten convalescence and improve the functional 
results. 

After his discharge from the hospital the patient 
should be examined frequently in the out-patient 
clinic and should be kept under observation until he 
is entirely well. 

Even though it is granted that compensatory 
lengthening takes place and serious misalignments 
are corrected in fractures of the femur in children, 
the surgeon is never justified in neglecting any one of 
the procedures which should be carried out imme- 
diately after the occurrence of the fracture. 

In the treatment of children the mental factor is to 
be considered at all times. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


McPheeters, H. O., and Rice, C. O.: Varicose Veins 
—The Circulation and Direction of the Venous 
Flow; Experimental Proof. Surg., Gynec. & Obst., 
1929, xlix, 29. 

In the early stages of varicose veins of the legs the 
valves in the saphenous vein may be competent. 
There is no reverse flow of blood—merely astagnation 
of blood, demonstrating the Trendelenburg nil sign. 

In moderately advanced cases, the valves become 
deficient, the blood flowing down in the superficial 
saphenous and into the deep veins through the com- 
municating veins, the valves of which are still nor- 
mal. The Trendelenburg sign is positive. 

In more advanced cases, the valves in the com- 
municating veins are also destroyed. There is a re- 
verse flow of blood from both the superficial and 
deep system causing a stagnation of blood in the 
dependent extremity with a saturation of the tissues 
which lowers their resistance and makes them sus- 
ceptible to infection and later ulcer formation. 

To prove that in all varicose veins of the lower 
extremities the circulation is either stagnant or re- 
versed, the authors injected 1 c.cm. of lipiodol into 
the upper limit of an advanced case of varicosed 
saphenous vein and observed the progress of the 
lipiodol with the fluoroscope. 

When the patient was in the reclining position the 
solution remained stationary about the point of the 
needle. When a slight increase in the intra-abdominal 
pressure was caused by raising the head the solution 
was seen to break up into several particles and 
quickly move downward. Raising the body caused 
the solution to pass down the entire length of the 
saphenous veins. Movement of the foot caused 
the globules of lipiodol to dash into.the communicat- 
ing veins. Only after forceful exercise were the glob- 
ules of lipiodol seen to move gradually centralward. 

The authors conclude that the chemically induced 
thrombus is forced distally toward the smaller veins 
where it is arrested, this accounting for the rarity 
of emboli. Ear _e I. GREENE, M.D. 


Homans, J.: The Operative Treatment of Varicose 
Veins, Varicose Ulcers, and Phlebitis. N. Eng- 
land J. Med., 1929, cc, 965. 

Homans describes in some detail the anatomical 
and physiological causes of varicose veins of the legs. 
He concludes that whereas varicose veins cause symp- 
toms and serve no function, they should be removed. 
He insists upon a positive diagnosis of varix because 
operations performed for,jincomplete varicosities are 
most satisfactory. 

He states that if back-pressure in the superficial 
veins is to be relieved completely and permanently, 


the great saphenous vein must be excised, root and 
branch, from its entrance into the femoral vein at 
the groin downward. If any part of the operation is 
indispensable it is the removal of the saphenous vein 
in the thigh. Many surgeons are content to remove 
only the varicose vessels of the calf, a perfectly use- 
less procedure since the varicose vessels of the thigh 
which are still left connected with the valveless ab- 
dominal veins will soon distend a new set of veins in 
the lower leg and within from six months to a year 
the only evident change which surgery has brought 
about will be the presence of a scar. 

In the complete operation for varix the leg is pre- 
pared by shaving from the pubis to the toes and 
cleansing the skin by one of the standard methods. 
The initial incision, from 3 to 4 in. long, is made in 
the groin just below and parallel with the inguinal 
ligament. In this way the great saphenous vein is 
readily picked up, followed to its entrance into the 
femoral vein, and divided perhaps % in. from its 
origin. A liberal stump is left distal to the tie as 
Homans has seen a patient push off the ligature in 
vomiting. However, the success of the operation de- 
pends chiefly on the thoroughness with which all 
branches which might in the future act as connecting 
links between the great abdominal veins and the odd 
remains of veins in the thigh and calf are excised. 

The manner in which the great saphenous channel 
is removed from groin to knee is a matter of choice. 
The surgeon may select an open dissection, but as a 
rule he will strip the vein with the acorn or ring strip- 
per down to a point just below the knee. From this 
point on it is usually well to make a clean cut down- 
ward upon the inner side of the calf toward the ankle. 
This is the least essential part of the operation so far 
as relief of the symptoms is concerned, but is neces- 
sary for a good cosmetic result. It is a good rule, also, 
to carry the initial incision down to the deep fascia 
no matter how many times a tortuous vein is cut. 
Bleeding can be controlled by pressure and with 
hemostats. Narrow strips may then be turned up 
and the veins removed from the deep side of the flaps. 

The simplest type of varicose ulcer is the one which 
rides upon a varicose vein or is so clearly tributary to 
a mass of varices that removal of the veins proximal 
to it will obviously relieve local stasis and back-pres- 
sure. If an ulcer of this type is neither very aged nor 
calloused, the veins should be removed down to the 
region of the ulcer, the lesion itself being ignored. 
When the ulcer is so large or so calloused or both so 
large and so calloused that even if covered with epithe- 
lium it will probably not remain healed, excision is 
advisable. The excision should be radical and in- 
clude the deep fascia, that is, the muscular aponeu- 
rosis beneath the ulcer. Excision of the deep fascia 
with the ulcer insures a sound vascular base for the 
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subsequent skin graft and almost guarantees a clean 
surface free from infection. The skin grafting may be 
performed at once or may be delayed. 

For thrombosed varicose veins the author advo- 
cates very radical treatment. He states that when 
the inflammatory reaction has been mild from the 
start or has markedly decreased after the patient has 
remained in bed for a week, excision of the varicose 
thrombosed vessels is indicated, but certain precau- 
tions must be observed. ‘The dissection should be 
begun at the groin as for the ordinary operation for 
varix, but if the vein is thrombosed up to its entrance 
into the femoral, it should be ligated and divided 
very gently lest a clot be detached. Stripping can- 
not be performed, and it is usually necessary to make 
a very open dissection, removing adherent skin with 
the thrombosed veins themselves. When the vein is 
adherent to the skin upon the inner side of the knee, 
Homans makes a series of short transverse cuts at 
that point and pokes out the segments of vein between 
incisions as best he can, leaving small rubber tissue 
drains. In general, however, the wounds heal well 
and require no drainage. Joun J. Matonry, M.D. 


Van Gorder, G. W.: High Vein Ligation in Thrombo- 
Angiitis Obliterans. Ann. Surg., 1929, xc, 88. 
The author reports nine cases of thrombo-angiitis 
obliterans treated by high ligation of the main vein 
of the extremity. 
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Of five cases in which the femoral vein was li- 
gated, the pain and gangrene ceased in three, the 
gangrene was arrested but slight pain persisted in 
one, and no relief was obtained in one. 

Of five cases (one with ligation of the femoral vein 
on the right and ligation of the external iliac vein 
on the left) in which the external iliac vein was 
ligated the pain and gangrene ceased in three, only 
the pain was relieved in one, and no immediate 
improvement resulted in one. In the last case the 
tip of a gangrenous toe was subsequently removed 
with relief of pain, and one year later the patient 
was still free from pain. 

In two cases ligation of the vein and section of 
the obliterated femoral artery failed to relieve the 
pain. 

In one case ligation of the basilic and brachial 
vein was followed by relief of the pain and improve- 
ment in the local circulation. 

In contrast to Miller and Kaufmann, the author 
believes that following high vein ligation the col- 
lateral circulation is improved. He considers the 


result to be purely mechanical—a balancing of the 
circulation in the treated extremity. 

He concludes that high vein ligation in thrombo- 
angiitis obliterans is of definite value in affording 
relief from pain, combating gangrene, and _ post- 
poning, if not obviating, high amputation. 

Joun H. Wootsey, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Fischer, H.: Autotransplantation and Homo- 
transplantation of Prepared Transplants (Auto- 
und Homoiotransplantation mit vorbehandelten 
Transplanten). 53 Tag. deutsch. Ges. f. Chir., Berlin, 
1920. 

Two factors decisive in the success of a transplan- 
tation operation are the regenerative power of the 
tissue transplanted and its individual-differential. 
Control of the latter is essential for a successful ho- 
motransplantation. It should be successfully at- 
tained by preliminary treatment of the transplant. 

In his researches Fischer investigated the influence 
on the transplant of changes of temperature in its 
preparatory treatment and of its preservation in hy- 
pertonic and hypotonic solutions. A special effort 
was made to determine whether a change occurred 
in the individual-differential without a change in the 
power of regeneration. The results of the first ex- 
periment (skin transplantation in rabbits) showed 
that an increase of temperature up to 43 degrees and 
a decrease to from 1 to 2 degrees were well borne by 
the transplant. When the transplant was heated to 
45 degrees or cooled to 3 degrees it healed in only 
temporarily. The homotransplant soon underwent 
necrosis. Careful histological study showed that 
there had occurred a change in the tissues in the sense 
of an alienation, whereas the regenerative power re- 
mained high (proliferation of the epithelium). The 
transplant was destroyed by the defensive mecha- 
nism of the host organism. 

This process was demonstrated even more dis- 
tinctly in the second series of experiments in which 
use was made of bits of epidermis which had been 
kept in an anisotonic solution (from one-half to one 
hour in a 3 to 5 per cent salt solution or distilled 
water). The transplant was destroyed in from three 
to four weeks. 

These studies therefore show that also in the cases 
of the higher animals portions of tissue may be placed 
for a short time under conditions which deviate from 
the requirements of isothermy and isotony without 
destroying the regenerative power of the cells. On 
the other hand, the individual-differential undergoes 
a change so that an autotransplant can no longer be 
endured by the body as a homologous substance. The 
homotransplant rapidly undergoes necrosis. The ex- 
periments show also a change in the individual-differ- 
ential factor is possible without a deleterious influ- 
ence on the strength of the tissue. 

Following this report, MEYER (Goettingen) dis- 
cussed temporary transplantation in plastics with 
large pedicled flaps. The principle of the method 
consists in grafting the reverse side of the pedicle of 
all long-pedicled flaps with Thiersch grafts. The 
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technique is that of the Esser epithelial lining method. 
The advantages of the procedure are better nutri- 
tion, the avoidance of infection and shrinkage, and 
the wide applicability of such a pedicled flap. When 
the transplantation is to be done the flap may be 
pulled from its bed like a sausage skin. 

STABEL (Berlin) stated that under some circum- 
stances homotransplants may be of value even though 
they cannot be healed on permanently. In the case 
of a small child with a severe burn he was able to 
bring the patient through the most dangerous period 
and save its life by the use of skin transplants from 
the patient’s brother. Fiscuer (Z). 


Davis, J. S.: The Small Deep Graft. 


Ann. Surg., 
1920, Ixxxix, 902. 


The small deep graft differs from the Reverdin 
graft in that it is thicker and at its center it is a full- 
thickness graft whereas at its margins it is very thin. 
Such grafts are ordinarily used on granulating sur- 
faces, preferably those that will later be covered by 
the clothing. The granulations should be healthy, 
rose-pink, firm, and not exuberant. 

Twenty-four hours before the grafting a careful 
toilet of the area is made and the granulations are 
covered with a pad saturated with normal salt solu- 
tion. The pad is allowed to dry. Just before the 
operation it is soaked again and removed. The sur- 
face is then washed with ether and salt solution and 
covered with a dry pad which is not removed until 
just before the application of the grafts. 

The grafts are usually cut under local or block 
anesthesia. A bit of the epidermis is picked up on an 
intestinal needle so that a little cone is formed. The 
base of the cone is then cut through with the knife 
edge tilted slightly downward. The grafts are round 
or oval and from 0.4 to 0.5 cm. in diameter. A nar 
row rim of undisturbed epithelium is left between the 
pits made by the cutting of the grafts. 

The grafts are transferred directly to the surface . 
to be grafted or are placed on a dry towel from which 
they are picked up by the assistant. They are placed 
about 0.5 cm. apart in rows. They are covered with 
perforated rubber protective, then flattened out by 
firm pressure with a gauze pad, and then dried with 
warm air. Pressure is maintained by dressing with a 
sea sponge and adhesive. 

The grafted area is first dressed at the end of 
twenty-four hours and thereafter daily. Grafts that 
are going to live are a dusky pink at first. 

Small deep grafts stimulate the epithelial growth 
markedly and are uniformly satisfactory if the wound 
has been properly prepared and the grafts have been 
properly cut and applied. They cause stable healing 
with pliable and movable scars. 

FRANK B, Berry, M.D. 
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Howes, E. L., and Harvey, S. C.: The Strength of 
the Healing Wound in Relation to the Holding 
Strength of the Catgut Suture. WN. England J. 
Med., 1929, cc, 1285. 


The authors state that the holding power of a 
stitch is in direct proportion to the degree of con- 
densation of connective tissue in the structure in 
which the stitch is placed. Only in fascia and 
similarly condensed layers of connective tissue is the 
holding power of the stitch greater than the strength 
of the finest catgut. 

The holding power of a stitch decreases markedly 
during the first two or three days and more rapidly 
than the tensile strength of chromicized catgut dur- 
ing the same period. Therefore the initial preponder- 
ance of strength of the suture over its holding power 
is maintained. 

The greater the amount of suture material em- 
bedded within a given area the greater the degree 
of reaction of the tissue. Therefore the quantity of 
gut employed should be the least that is necessary 
to sustain the approximation of the tissues until 
requisite strength obtains in the wound. 

From a comparison of the velocity curve of the 
healing wound and the curve of the disappearance 
of catgut embedded in tissue it is seen that No. o 
twenty-day chromic catgut meets all requirements 
of the stitch in fascial and connective tissue layers, 
while even finer gut than this is sufficient for struc- 
tures in which the holding power of the stitch is less. 

Jonn H. Garvock, M.D. 


Fruend: Experiences in the Prophylaxis of Post- 
operative Thrombosis and Embolism (Erfah- 
rungen mit die Prophylaxe postoperativer Throm- 
bose und Embolie). 53 Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1929. 

The chief factor in the development of thrombosis 
is the injury to the circulation. This is indicated by 
the success of physiotherapy and the frequency of 
thrombosis in cardiac disease; also by the frequency 
of embolism in laparotomies. Every laparotomy 
stops peristalsis and thereby checks one of the 
stimulators of the circulation. 

In Fruend’s opinion, the importance of infection 
in the development of thrombosis has been over- 
estimated. This is indicated by the rarity of throm- 
bosis in long-continued suppurative conditions and 
its occurrence following completely aseptic opera- 
tions. 

The degree to which the finer components of the 
blood favor thrombosis has not yet been determined. 
Fruend is of the opinion that endocrine glands are 
involved, particularly the thyroid. 

According to de Quervain, the incidence of em- 
bolism is 1.99 per cent following prostatectomy, 1.06 
per cent following operations for myoma, 0.85 per 
cent following operations on the biliary tract, 0.85 
per cent following operations on the extremities, 
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0.15 per cent following herniotomies, and only 0.03 
per cent following operations for goiter. The objec- 
tion that goiter operations are often undertaken in 
cases of hypothyroidism is weakened by the fact 
that so much colloid is absorbed during the opera- 
tion that even in hypothyroidism a hyperthyroidism 
occurs. Fruend cited his previous communications 
on this subject. 

In agreement with the Mayo Clinic, Fruend has 
markedly decreased the incidence of embolism by 
the routine prophylactic administration of thyroid 
preparations. He had only 1 instance of fatal em- 
bolism in 4,000 operations, and in that case the 
thyroid preparation was not administered until the 
fourth day. Of over 6,900 operations, fatal embolism 
occurred in only 3 (0.04 per cent). Even in pro- 
statectomies the incidence of embolism has been 
reduced to 0.2 per cent. Fruend ascribes the poor 
results obtained by others to the extremely unreli- 
able character of the thyroid preparations manufac- 
tured in Germany. He recommends the administra- 
tion of a tablet of thyroidin three times a day. In 
some cases there may be unpleasant symptoms such 
as fainting. In 2 of Fruend’s cases there was severe 
diabetes. Fruend warns against the simultaneous 
administration of thyroid preparations and insulin. 

In the discussion, NystroEM (Upsala) reported 
further experiences with the Trendelenburg opera- 
tion for embolism. During the past year he has 
operated upon 5 cases. One was a case of incorrect 
diagnosis following prostatectomy. ‘Two patients 
died on the operating table. Jn the fourth case the 
heart action was re-established by means of adrena- 
lin, but the embolism recurred later. One patient is 
still alive. In 2 cases the pleura was injured. 
On the basis of his experiences Nystroem recom- 
mends an incision differing from the Trendelenburg 
incision. Nystroem incises along the sternum and 
then resects the second, third, and fourth ribs. The 
ribs must be very carefully loosed from the pleura. 

HAMMESFAHR (Magdeburg) described a mechan- 
ical apparatus for stimulating the peripheral circula- 
tion by means of rhythmic filling and emptying of 
an air cushion snugly fitted to the affected limb. 
When the cushion is filled with air the muscles are 
pressed together and the veins are emptied, and 
when the cushion is emptied the blood again flows 
from the arteries into the veins. The rhythmic filling 
and emptying of the cushion are controlled by an 
electrical pump and an electrically operated valve. 

BETTMANN (Leipzig) described a manual appara- 
tus for stimulation of the peripheral circulation, viz., 
a modified Perthe inflatable cuff which is attached 
to the bed and controlled by a simple lever mechan- 
ism operated by raising and lowering the limb. The 
use of this apparatus is recommended for all con- 
gestive conditions as a prophylactic measure against 
the development of thrombosis in patients confined 
to bed. STETTINER (Z). 
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ROENTGENOLOGY 


Crandall, L. A., and Walsh, E. L.: The Effect of 
Iodized Oil on Serous Membranes. Radiology, 
1929, Xil, 499. 

Having noted that iodized oil injected into the 
pericardial sac of animals produced a sterile peri- 
carditis with effusion, the authors conducted a series 
of experiments to determine the effect of such oils on 
serous membranes. Injections of the oils were made 
into the pericardial sacs, the pleural and peritoneal 
cavities, and the joints of dogs by methods which are 
described in detail, and similar unhalogenated oils 
were used in like manner as controls. Each animal 
was subjected to a careful necropsy. In most cases 
cultures and direct smears of the injected region 
were made, and in several instances, frozen sections 
were made and stained with Sudan III in addition to 
the usual hematoxylin and eosin preparations. 

The following conclusions are drawn: 

1. Two iodized oils—lipiodol (Lafay) and lipoi- 
odin (Ciba)—are irritating to certain membranes, as 
follows: (a) Intrapericardial injection produces peri- 
carditis with effusion followed by death in about two 
weeks. (b) Intrapleural injection produces a pleuri- 
tis of variable grade; some animals die. (c) Injection 
into joints produces some inflammation of the cap- 
sule. (d) Intraperitoneal injection appears harmless, 

2. Poppy-seed oil and ethyl brassidate are equally 
as irritating to the pericardium as their iodine com- 
pounds. Sesame oil is somewhat less irritating. Olive 
oil appears to be practically innocuous. 

ApotrH Hartune, M.D. 


Frazier, C. H.: The Use of Iodized Rape-Seed Oil 
(Campiodol) for Roentgenographic Explora- 
tion. Ann. Surg., 1929, 1xxxix, 801. 


Experimental studies made with various iodized 
oils led the author to the conclusion that iodized 
rape-seed oil, campiodol, is the most suitable for 
general purposes. It is well tolerated in large 
amounts regardless of the site of its administration. 
It has been employed for cerebrospinal, pulmonary, 
urological, vascular, and sinus visualization. For 
routine work a mixture of four parts of iodized rape- 
seed oil with one part of ethyl olive oil was used. 
For cerebrospinal visualization ethyl olive oil is a 
much less toxic diluent than olive oil. 

In neurological examinations to determine spinal 
block, campiodol has proved especially valuable be- 
cause of its lack of globulation and the fact that it 
flows freely. It shows no tendency to adhere to the 
spinal roots, a tendency which in the cases of some 
iodized oils gives rise to so-called false block. In 
the demonstration of the cerebral ventricular sys- 
tem, excellent ventricular shadows were obtained by 


injecting an emulsion of campiodol with acacia. 
However, this emulsion has not proved ideal, and 
further investigations are under way to secure one 
that is more satisfactory. 

In animals, campiodol has been used for visualiza- 
tion of the cranial and peripheral vessels without 
untoward effects. Roentgenograms must be made 
at the time of the injection since within one minute 
nearly all traces of the oil disappear. The manner 
in which the oil is disposed of after its injection is 
not definitely known, but oil embolism has not 
occurred. ; 

Injections of campiodo] into the bronchi have 
proved very satisfactory in bronchiectasis. To de 
termine the patency of the cystic and common 
ducts, campiodol has been introduced both into the 
gall bladder and into the common duct when an 
external biliary fistula has been present. Old sinus 
tracts may be traced to their origin with its aid. It 
may be employed also to determine the patency of 
the fallopian tubes, to outline the pelvis of the kid- 
ney, and to demonstrate non-opaque pelvic calculi. 
Its use in the paranasal sinuses is of great diagnostic 
value. 

In the author’s opinion, campiodol is as inert a 
substance as it is possible to obtain for shadow-cast- 
ing purposes. Its high iodine content, the stability 
of the iodine linkage to the oil, and the low content 
of irritative acids in the oil make it an ideal product. 

Apvotr# Hartunec, M.D. 


RADIUM 


Duffy, J. J.: Experiences to Date with the Four- 
Gram Radium-Element Pack. Am. J. Roent- 
genol., 1929, XXii, 52. 

Duffy states that the evolution of external irradi- 
ation with radium has been gradual from the early 
contact method to the more recent distant irradi- 
ation. The optimum filter for efficiency and economy 
of irradiation in routine treatment has been found to 
be 2 mm. of brass. External irradiation is done ex- 
clusively with 4 gm. of radium sulphate in a special 
pack designed by Failla. The provisions made for 
protection of the operator have been so successful 
that, according to Quimby, the operator receives 
only 0.00004 per cent of an erythema dose per day. 
The pack is applied at a distance of 6, 10, or 15 cm. 
from the skin. 

Though the amount of irradiation delivered to the 
skin is of importance, the amount actually absorbed 
by the tumor is of greater importance. In order to 
determine the irradiation absorbed in a given layer, 
it is necessary to make individual cross-section ana- 
tomical pictures for each patient. By the aid of a 
special projection apparatus, the required cross sec- 
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tion is traced at the side of the patient. With the aid 
of a glass-topped table electrically lighted from be- 
low, the dosage for various distances will accurately 
show the irradiation beam and the amount of absorp- 
tion at different levels. However, in certain regions 
of the body—the breast, axilla, and supraclavicular 
region—this method of determining dosage is not 
suitable. As these regions are irradiated at an angle, 
a special contour drawing is necessary for the proper 
orientation of the irradiation beam. The contour is 
obtained with a flexible rod, and the rod retaining 
the contour is transferred to the line of charts. When 
a sagittal section of the axilla is drawn, either one 
beam of irradiation can be used and the dosage calcu- 
lated or two irradiation beams, anterior and poste- 
rior, can be used and the total depth absorption 
determined. 

The article includes charts showing the absorption 
percentages when the applicator is used at a distance 
of 6, 10, and 15 cm. These charts are placed beneath 
the drawing obtained from the patient and the ab- 
sorption is charted by means of transmitted light. 
Five points in the tumor are considered—the center, 
the nearest and farthest points, and the two lateral 
points. 

The conception that irradiation has a selective 
action on tumor cells is not tenable for all types of 
neoplasms. It is true in the embryonal types and the 
very cellular tumors with adult types of cells, but 
there are gradations of susceptibility. Even in radio- 
sensitive tumors there is only a narrow margin of 
safety between the amount of irradiation sufficient to 
cause complete regression and the amount that will 
injure surrounding tissues. In the more adult types 
of growths the problem is still more difficult. Often 
it is necessary to concentrate two or more beams of 
irradiation on a tumor mass in order not to overdose 
the normal tissues. The treatment must be adapted 
to the requirements of the particular case. The prac- 
tical procedure is as follows: 

When a patient is referred for external treatment 
with the 4-gm. pack a tracing is made of the body 
and the tumor drawn according to scale. By means 
of the transmitted light equipment the distance of 
the irradiation and the number of ports required are 
determined before he returns for treatment. The 
skin dosages of the 4-gm. pack are 16,000 mgm.-hrs. 
at a distance of 6 cm., 28,000 mgm.-hrs. at a distance 
of 10 cm., and 60,000 mgm.-hrs. at a distance of 15 
cm. Each treatment is limited to two hours. Sixteen 
thousand milligram-hours given in consecutive hours 
or in equal parts on consecutive days yield practi- 
cally the same effect, but when 60,000 mgm.-hrs. at a 
distance of 15 cm. are given over a period of fifteen 
days the changes produced in the tumor mass are 
less distinct. 

The difference between a full amount given in a 
short period and in a long period of time are well 
shown by rectal cancer as this lesion can be seen and 
felt. When the full amount of irradiation is given in 
a short period of time there is intense hyperemia of 
the mucous membrane, a membranous covering ap- 
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pears over the ulcerated portion of the resistance 
type of lesion, and definite regression occurs in the 
less resistant type of lesion. When the same dose is 
given over a period of from three to five weeks, little 
effect is noted on palpation and there is no visible 
change. In oral cancer the findings are similar. 

Unless a tumor is very susceptible, complete re- 
gression cannot be obtained from one beam of irra- 
diation. This is evident from the results obtained in 
a tumor in a small breast given one beam of irradi- 
ation as compared with those obtained in a tumor in 
a large breast given three beams of irradiation. In 
the former, the greatest absorption was 85 per cent, 
and in the latter, 107 per cent. Pelvic organs are 
irradiated at a distance of 15 cm. with two beams of 
irradiation, anterior and posterior. A full erythema 
dose is given to each port with absorption of 64 per 
cent of an erythema dose in the center. Two lateral 
ports will add only 34 per cent and at the same time 
will increase the source of irradiation 100 per cent, 
which would be extravagant use of radium. 

External irradiation offers more to patients with 
carcinoma of the rectum than to other groups. This 
is true especially in the cases of males because, on 
account of the narrower pelvis of the male, lateral 
exposures can be given to increase the absorption to 
112 per cent. In oral carcinoma, both sides of the 
neck are irradiated routinely. 

The lethal dose has not yet been determined for 
any definite type of tumor cell. So-called lethal doses 
for sarcoma and carcinoma are far from correct. Un- 
til these doses are known, we are justified in admin- 
istering all the irradiation that the patient as a whole 
can tolerate. In general, the shorter distances of 6 
and 1o cm. are employed chiefly as they are asso- 
ciated with less added injury to deeper normal 
structures. Absorption is relatively greater in the 
superficial layers. In this type of irradiation of tu- 
mors of the chest wall adverse changes caused by 
heavy irradiation in the lung tissue are avoided. On 
account of the effects of irradiation on the smal] 
intestine, the same care should be taken in the treat- 
ment of abdominal regions. It is not known definitely 
what dosage the small intestines will tolerate, but 
over-irradiation will result in the development of se- 
vere toxic symptoms and occasionally in peritonitis 
with a fatal outcome. 

Proper calculation by cross-section drawings will 
greatly advance the progress of external irradiation. 
No routine procedure can be adopted for all regions 
of the body. Every effort must be made to determine 
the tumor dosage by correlating the absorption with 
the microscopic study and the clinical course of the 
disease. 

In conclusion, Duffy states that at a depth of 11 
cm. there is 1 per cent greater absorption from a 
radium pack than from roentgen rays at 200 kv. 
with a filter of o.5 mm. of copper and a target-skin 
distance of 40cm. At lesser depths the roentgen rays 
permit a relatively greater absorption. Duffy has 
obtained a better clinical response from radium than 
from the roentgen rays. A. James Larkin, M.D. 
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Berven, E., Heyman, J., and Thoraeus, R.: The 
Technique in the Treatment of Tumors at 
Radiumhemmet, Stockholm. Acta radiol., 
1920, X, I 

This article is a presentation of the principles and 
technique of the treatment of tumors at Radium- 
hemmet and an account of the strength, dosage, 
and filtration of the preparations used. 

The methods employed include irradiation with 
radium, chiefly in the form of filtered gamma rays, 
or with the roentgen rays, or a combination of both 
in the form of pre-operative and postoperative treat- 
ment. In the surgical treatment, electrodiathermy 
is frequently employed. 

The authors give a brief historical review of the 
development of the technique for each group of 
diseases and a detailed description of each method or 
combination of methods. 

The technique used at the present time is not to 
be regarded as final as it is still being developed, 
especially as the result of the introduction of distant 
radium treatment. However, it is based on expe- 
rience acquired over a period of twenty years under 
the same management and a careful statistical study 
of clinical material and end-results. 


MISCELLANEOUS 


Levy, A. G.: The Pathological Action of Light. 
J. Path. & Bacteriol., 1929, xxxii, 387. 

Levy reports an experiment with visible light 

upon the sensitized tissues and of ultraviolet light 
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upon the non-sensitized tissues of the ear of a white 
mouse. 

In torr, Hausmann published his conclusions 
regarding the effects of visible light freed from ultra- 
violet rays upon white mice that had been sensitized 
by a subcutaneous injection of hamatoporphyrin. 
Levy repeated Hausmann’s experiment,extending his 
observations to the tail, the legs, and the skin of the 
animal. Like Hausmann, he found that necrosis of 
the irradiated parts is induced and followed by 
death. 

Levy’s special contribution on the effects of light 
concerns the action of ultraviolet light upon non- 
sensitized tissue. The following conclusions are 
drawn: 

1. ‘The essential action of white light upon sen- 
sitized tissue and of ultraviolet light upon non-sen- 
sitized tissue appears to be identical. 

2. The result of prolonged exposure of the 
mouse’s ear to light is an immediate complete 
stasis with subsequent necrosis. 

3. Less prolonged irradiation results in delayed 
stasis with subsequent necrosis. 

4. Inno case is stasis conditioned by the forma- 
tion of clots. 

5. The necrotic changes are a consequence of the 
cessation of circulation. 

6. Hypertrophy and infiltration of the epithe- 
lium are striking results of irradiation which is 
insufficient to produce general stasis. The hyper- 
trophy is definitely shown to result from a brief 
period of irradiation. GERTRUDE BEARD. 








MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Walshe, F. M. R.: The Physiological Analysis of 
Some Clinically Observed Disorders of Move- 
ment. The Tremor-Rigidity Symptom Com- 
plex. Lancet, 1929, ccxvi, 1024. 

The tremor-rigidity syndrome is seen in char- 
acteristic form in Parkinson’s disease and as a 
sequel of epidemic encephalitis. In these conditions 
rigidity may be observed without tremor, but tremor 
is never found without some rigidity in the muscles 
producing it. 

In paralysis agitans there occurs a certain slight 
but definite falling off in the force of voluntary move- 
ments, a slowing of the rate and a limitation of the 
range of voluntary movements, a damping down of 
the normal movements of facial expression and of the 
limb gestures that may accompany them, and also of 
those accessory movements of the head, trunk, and 
limbs which accompany free voluntary movements 
of the body as a whole, such as the swing of the arms 
and of the trunk in walking. 

There is no loss of any movement, but there is a 
damping down of the range and speed of all move- 
ments with apparent extinction of those which are 
normally of feeble intensity. Hence it is that, in 
walking, the accessory movements tend to disappear, 
leaving in action only those primary components of 
the total movement complex which are essential to 
the achievement of the subject’s purpose. 

These primary components are abnormally slow in 
starting and in performance. In many cases they 
tend to become decelerated progressively and may be 
brought prematurely to a stop in mid-course. As the 
subject can maintain some active posture of a limb 
against resistance, the disability is not a measure of 
a loss of voluntary power in the muscles concerned. 

In the performance of such alternating move 
ments as flexion-extension of the fingers, there occur 
a progressive deceleration and decrease of range in 
each successive component movement until nothing 
but a tremulous oscillation around a fixed point re- 
mains. The patient cannot carry on any rhythmic 
movement of greater amplitude than that of the 
ordinary parkinsonian tremor. 

While active postures can be maintained with 
approximately normal force, those muscular activ- 
ities which necessitate free active changes in the 
length of the muscles, that is, lengthening and 
shortening of the constituent muscle fibers, are 
seriously impaired. In voluntary movement, there 
is some impediment to changes in length of the 
muscle fibers, but relatively little impairment of the 
power of the muscle fibers to maintain tension at 
fixed lengths. 


The salient features of parkinsonian rigidity may 
be summarized as follows: 

1. It is diffuse in distribution and lacks the 
selective incidence of spasticity and decerebrate 
rigidity. 

2. It remains of unvarying intensity through the 
fullest possible range of shortening and lengthening. 

3. While it responds to sudden stretch by a 
tendon jerk, sustained stretch does not produce 
clonus. 

4. It is apparently wholly uninfluenced by 
afferent impulses arising in the labyrinths or in 
proprioceptors in muscles elsewhere. 

5. It is not subject to inhibition by intercurrent 
exteroceptive or cutaneous reflexes but persists at a 
remarkably constant level unaffected by environ- 
mental stimuli of all kinds. 

6. It is not accompanied by the release of the 
spinal flexion or crossed extension reflexes, and the 
plantar responses remain of normal type. 

7. It appears to be proprioceptive in origin, since 
de-afferenting the muscle by novocain injections 
abolishes rigidity. 

The mode of onset and the progress of paralysis 
agitans do not suggest that the underlying lesion is 
degeneration of peripheral nerve endings. The ab- 
normalities of voluntary movement seen in paraly- 
sis agitans may be regarded as a direct consequence 


-of muscular rigidity, and not as representing the loss 


of a function resulting from the destruction of some 
system of neurones. 

The tremor of paralysis agitans is not a new phenom- 
enon representing a mode of innervation peculiar 
to the disease. It is the emergence of normal cortical 
rhythm through a defect of lower level mechanisms. 
Cortical activity is essential to the appearance of 
tremor, but has nothing to do with that of rigidity, 
while an intact proprioceptive system is essential to 
the development of rigidity, but not to that of 
tremor. SAMUEL Kaun, M.D. 


Maximow, A.: The Histogenesis of the Inflam- 
matory Reaction and the Capacities for De- 
velopment in the Non-Granular Leucocytes 
of the Blood (Ueber die Histogenese der entzuend- 
lichen Reaktion und ueber die Entwicklungs- 
faehigkeiten der ungranulierten Blutleukocyten). 
Wien. klin. Wchnschr., 1928, ii, 1609. 


Maximow compares the theories of Marchand, 
Herzog, and von Moellendorf regarding the cellular 
processes occurring in inflammation. With regard to 
the origin of the polymorphonuclear granular special 
leucocytes, the fibroblasts, and the fibrocytes which 
appear in inflammatorily infiltrated tissue; there are 
no differences of opinion. The first emigrate from 
the vessels, and the fibroblasts represent local fixed 
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MISCELLANEOUS 


cells. ‘The third variety of cells appearing in inflam- 
matory processes, the polyblasts, are generally be- 
lieved to be derived from the cells of the vessel walls. 
An important réle in their formation is ascribed to 
the endothelium. 

Maximow renews his energetic attack against the 
latter view, which is particularly prevalent in 
Germany. He believes that only a small number of 
the polyblasts are derived from the local elements of 
the resting wandering cells or histiocytes, and that 
by far the greater number come from the blood. 
After emigration, the small lymphocyte very rapidly 
transforms itself into a new, larger phagocytic cell 
capable of storing vital material, i.e., into a poly- 
blast. Maximow went over von Moellendorf’s 
recent experimental work and arrived at conclusions 
entirely different from those drawn by von Moellen- 
dorf. According to von Moellendorf, all of the fibro- 
blasts hang together in the manner of syncytium; 
under the influence of the inflammatory irritation the 
syncytium separates into individual cells and from 
these mobilized fibroblasts the polyblasts as well as 
the granular special leucocytes arise. Maximow 
describes the cytological changes observed by him 
after the injection of 0.25 c.cm. of a sterile solution of 
trypan blue into the loose connective tissue of white 
rats. His method differs in important particulars 
from von Moellendorf’s procedure. Instead of 
examining bits of skin, Maximow prepared sections. 
In the skin fragments there is only a layer of loose 
connective tissue between skin and fascia. As these 
sites are poorly vascularized, the importance of the 
vessels in the formation of the exudate cells cannot 
be correctly estimated from skin fragments. The 
sections examined in Maximow’s procedure are fixed 
with Zenker-formol. Formalin is unsuited to cyto- 
logical research. The sections are mounted in cel- 
loidin and stained by the haematoxylin-eosin-azure 
method or with iron hematoxylin. The simulta- 
neous use of supravital neutral red stain is important. 

The injection of trypan blue is followed im- 
mediately by a marked increase of cells in the tissue 
areas affected. For the most part, these are cells 
that have migrated out from the blood. They under- 
take first the task of absorbing and digesting the dye. 
Aiter this has been accomplished, they settle down in 
the tissue as resting polyblasts which later change 
into true fibroblasts. 

In reply to the objection that the lymphocytes are 
not phagocytes and that consequently the polyblasts 
cannot be derived from the blood cells, Maximow 
points out that these phagocytic and storing qual- 
ities are not assumed until after the transformation 
of the lymphocytes into polyblasts which takes place 
after the emigration of the cells. The tissues are 
flooded with small round cells at a time when there 
are no signs of an increase in the local fixed cells. 

The same holds true for the vessel endothelium. 
Mitoses are rarely seen even in the later stages of 
inflammation. 

The capacity for transformation possessed by 
lymphocytes wandering out from the blood was 
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indicated also by the work of Maximow and Blood, 
in which the fate of the lymphocytes was followed in 
explanation experiments with tissue cultures. In 
this research proof was obtained that polyblasts and 
fibroblasts can be cultured from lymphocytes as well 
as from monocytes. Even fibrous connective sub- 
stance is formed, so that the final result of the 
cultures is a tissue differing in no respect from scar 
tissue. Accordingly, it is impossible to doubt that 
lymphocytes and monocytes are cells with great 
developmental powers. CoKKALIs (Z). 


Hundsdoerfer: Trauma and Diabetes; Carbohy- 
drate Metabolism in Fractures (Trauma und 
Diabetes, Zuckerstoffwechsel bei Frakturen). 53 
Tag. d. deutsch. Ges. f. Chir., Berlin, 1929. 


According to Umber and Rosenberg, a latent dia- 
betes can be rendered manifest and a manifest dia- 
betes can be made worse by severe bodily or psychic 
trauma, but no clinical or experimental proof has 
been found that diabetes can be caused by trauma. 
However, glycosuria, spontaneous or alimentary, is 
relatively common following trauma or concussion 
of the brain and other injuries. Konjetzny and 
Weiland have observed transitory glycosuria in 40 
per cent of cases of fracture. 

Glycosuria is a renal process that is bound up with 
a threshold value of blood sugar, for which, however, 
no exact figure can be given. A single determination 
of the blood sugar under conditions of fasting is of no 
value. Conclusions can be drawn only from con- 
tinuous determinations of the blood-sugar values 
when the exact amount of the ingested sugar is known. 

The author presents a number of blood-sugar 
curves in cases of fracture. In all of the cases there 
was an alimentary glycosuria. The curves indicate 
that there were disturbances in the carbohydrate 
metabolism since later investigations showed that 
as the healing of the fracture progressed, the curves 
returned to normal. 

Various theories have been advanced regarding 
the origin of these disturbances of metabolism. The 
author concludes from his blood-sugar curves that 
there is a toxic injury of the pancreas or liver. He 
draws this conclusion because of the later appearance 
of the peak of the glycamia and the slow subsidence 
of the reaction, which can be explained only by in- 
jury to the pancreas. On the other hand, he believes 
it possible also that, as the result of a toxic injury to 
the liver, the glycosecretory stimulation of the liver 
caused by the administered dextrose becomes strong- 
er and the synthesis and fixation of glycogen are dis- 
turbed. Another possibility is a disturbance of the 
acid-base equilibrium such as occurs after operations 
with the development of glycemia as the result of 
acidosis, which appears also after fractures. Further 
research to clear up these questions is being carried 
on. At the present time it can be said only that dis- 
turbances of carbohydrate metabolism are present 
in cases of fracture even when they cannot be recog- 
nized by the usual methods of examination. 

STETTINER (Z). 
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Operative treatment of hallux valgus, hammer toe, and 
unbearable clavus. H. Lorenz. Wien. med. Wchnschr., 
1929, i, 713. 
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Cervical dislocation: report of a successfully treated 
case. R. C. Ropertson. South. M. J., 1929, xxii, 735. 
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tucky M. J., 19209, xxvii, 336. 

The treatment of congenital luxation of the hip. J. M. 
Jorcr and M. Gampoa. Semana méd., 1929, xxxvi, 1378. 





BIBLIOGRAPHY OF CURRENT LITERATURE 593 


Reconstruction by osseous graft of the roof of the ace- 
tabulum in a case of painful congenital luxation in an adult. 
Juvet. Bull. et mém. Soc. d. chirurgiens de Par., 1929, 
xxi, 269. 

A study in fitting the ring of the Thomas splint. C. S. 
Younc. J. Am. M. Ass., 1929, xciii, 602. 

Impacted fracture of the neck of the femur. Broprer. 
Bull. et mém. Soc. d. chirurgiens de Par., 1929, xxi, 251. 

Acute fractures of the shaft of the femur in children. 
H. E. Conwe t., J. Bone & Joint Surg., 1929, xi, 593. [562] 

The treatment of fractures of the femur by the Hamilton 
Russell method of traction. I. O. RmpGety and H. F. 
Boncarpt. Am. J. Surg., 1920, vii, 251. 

The transarticular route for the treatment of certain 
fractures of the lower extremity of the femur. JUVARA. 
Bull. et mém. Soc. d. chirurgiens de Par., 1929, xxi, 297. 

Open operation in fractures of the shaft of the femur. 
J. H. Rusu. N. Orleans M. & S. J., 1929, Ixxxii, 63. 

Bone graft for fracture of the neck of the femur; late 
fracture of the graft. J. Moreau. J. de chir. et ann. Soc. 
belge de chir., 1929, p. 46. 

Late results of gunshot fractures of the thigh from the 
world war. R. BesTeELMEYER. Deutsche Ztschr. f. Chir., 
1929, CCXV, 240. 

Demonstration of a specimen of healed fracture of the 
neck of the femur. ANScHUETZ. Zentralbl. f. Chir., 1929, 
p. 2876. 

Forward luxation of the knee. Ropineav. Bull. et 
mém. Soc. nat. de chir., 1929, lv, 637. 

Luxation of the knee on a vertical axis. A. GUILLEMIN. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 608. 

Internal derangements of the knee joint. P. B. Rorn. 
Lancet, 1929, ccxvii, 325. 

Fractures of the patella. Tri:ves. Bull. et mém. Soc. d. 
chirurgiens de Par., 1929, xxi, 282. 

The treatment of patellar fractures with wire extension. 
W. Brock. Zentralbl. f. Chir., 1929, p. 1046. 

Rupture of the meniscus: from the Giessener clinic. H. 
Diereric. Arch. f. klin. Chir., 1929, clv, 29. 

Fracture of the tibial tuberosity and rupture of the inner 
meniscus. Bressor. Bull. et mém. Soc. d. chirurgiens de 
Par., 1929, Xxi, 291. 

An unusual roentgenological finding; fracture of the 
intercondyloid eminence of the tibia. A. ANzILorTI. 
Chir. d. organi di movimento, 1929, xiii, 413. é 

Pathological fracture of the tibia in a case of osteitis 
deformans hypertrophicans (Paget’s disease). I. FAGAR- 
AsANu. Rev. Chir., 1929, xxi, 203. 

The treatment of fractures of the tibial condyle. H. 
ZIELKE. Deutsche med. Wchnschr., 1929, i, 531. 

The conservative treatment of fracture-dislocations of 
the fibula. L. Bornter. Chirurg, 1929, i, 402. 

The treatment of Dupuytren’s fracture; tenotomy of the 
tendon of Achilles to facilitate its reduction. H. GAUDIER. 
Bull. et mém. Soc. nat. de chir., 1929, lv, 524. 

Treatment of fracture and dislocation of the talus. A. 
Peters. Zentralbl. f. Chir., 1929, p. 1228. 

Metatarsal epiphysitis in Koehler’s disease. J. VALLS 
and V. C. Grrarpi. Semana méd., 1929, Xxxvi, 1219. 

Fractures of the os calcis. H. R. Conn. Ohio State M. J., 
1929, Xxv, 629. 


Orthopedics in General 


Orthopedic highlights of interest to the general practi- 
tioner. B. F. Buzpy. J. Med. Soc. N. Jersey, 1929, 
XXvi, 563. 

The treatment with plaster bandages of the bone and 
muscle atrophy caused by massage and passive movements 
and the prevention of these conditions. L. BOEHLER. 
Muenchen. med. Wchnschr., 1929, i, 246. 








INTERNATIONAL ABSTRACT OF SURGERY 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 
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E. Derom. Rev. belge d. Sc. méd., 1929, i, 305. 

A blood-grouping chart. R. A. Kitpurre. J. Med. Soc. 
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Hemolysis following transfusion of blood of the same 
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South. M. J., 1920, xxii, 745. 

The reticulocyte count in normal and abnormal condi- 
tions. A. FRIEDLANDER and C. WriepEMER. Arch. Int. 
Med., 1929, xliv, 209. 

Anaphylactic shock in the reticulo-endothelial system. 
M. HAENDEL. Rev. Asoc. med. argent., 1929, xlii, 57. 


SURGICAL 


Operative Surgery and Technique; 
Postoperative Treatment 
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